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Abstract
Perceptions of Integrated Mental and Behavioral Health in Pediatric Specialty Care Settings:
A Mixed-Methods Study
Desireé N. Williford, MS

Pediatric patients are at an increased risk of experiencing mental and behavioral health concerns,
which have direct associations with HRQOL, physiological health, and likelihood that youth will
engage in health promoting behavior. Researchers and practitioners have increased their
awareness of these concerns and identified strategies for improving the mental and behavioral
health of these youth, specifically via implementing organizational efforts (i.e., task forces) and
guidelines around integrating psychosocial screening and other services into routine practice.
Despite this, there are several identified barriers to families receiving mental/behavioral health
care in these settings. These barriers exist at all levels, including at the levels of the organization,
medical provider, and the family/individual child. The present study utilized a convergent
parallel mixed-methods design to explore provider perceptions of integrated mental/behavioral
health in pediatric subspecialty settings, including utility, acceptability, possible utility, and
barriers/facilitators to implementation. Participants included 30 providers from WVU Medicine
Children’s from a range of pediatric medical subspecialties. Participants completed a series of
questionnaires via REDCap as well as a 60-minute semi-structured interview. Four overarching
themes emerged from the qualitative data. These data were integrated with quantitative findings
to develop a better understanding of provider perspectives. Implications for future research and
practice within the scope of integrated mental and behavioral healthcare in pediatric specialty
settings are discussed.
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Perceptions of Integrated Mental and Behavioral Health in Pediatric Specialty Care Settings:
A Mixed-Methods Study
Mental health concerns affect millions of youths around the world, with recent estimates
suggesting that approximately 241 million children and adolescents are currently diagnosed with
a mental health disorder (Polanczyk, Salum, Sugaya, Caye, & Rohde, 2015). In the U.S.
specifically, a report released by the National Research Council and Institute of Medicine (2009)
estimated that 13 to 20 percent of children and adolescents living in the U.S. experience a mental
health concern in a given year. Consistent findings from the 2016 National Survey of Children’s
Health, a nationally representative parent-proxy measure of childhood health, suggest a national
prevalence rate of 16.5% or approximately 7.7 million youth with at least one mental health
disorder (Whitney & Peterson, 2019). Still today, childhood mental health is an imminent public
health concern as the COVID-19 pandemic is posing unique challenges for American families.
Though the full impacts of the pandemic are not yet known, early research is showing negative
impacts of COVID-19 on the mental health and well-being of U.S. children and adolescents
(e.g., Loades et al., 2020; Patrick et al., 2020).
Though mental health concerns are prevalent in the general pediatric population, even
higher rates of internalizing (e.g., anxiety, depression), externalizing (e.g., disruptive behaviors,
aggression, rule-breaking), and total behavior problems are observed among children with a
chronic illness (e.g., Barlow & Ellard, 2006; Hysing et al., 2007; Jones, Mrug, Elliott, Toomey,
Tortolero, & Schuster, 2017; Pinquart & Shen, 2011). Recent meta-analytic reviews and other
research studies have made similar conclusions regarding the psychosocial adjustment of youth
across a variety of health conditions. For example, Greenley and colleagues (2010) noted higher
rates of depressive disorders and other internalizing concerns and decreased parent- and youth-
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reported quality of life and social functioning for youth with inflammatory bowel disease as
compared to healthy controls. Similarly, a recent meta-analysis conducted by Reynolds and
Helgeson (2011) found that youth with type 1 diabetes experience slightly elevated levels of
psychological distress and internalizing symptoms, while other research has found high rates of
anxiety, depression, and other psychosocial concerns for youth with moderate-to-severe asthma
and cystic fibrosis (e.g., Ferro & Boyle, 2015; Goodwin, Fergusson, & Horwood, 2004). Finally,
internalizing and externalizing problems may be more prevalent in children with illnesses related
to changes in brain function (e.g., seizures and epilepsy, congenital heart disease) and/or other
illness-related frustrations, such as negative peer interactions, challenges related to disease
management, and overall disease burden (e.g., Austin et al., 2011; Fourdain et al., 2020;
Guilfoyle et al., 2017; Hilliard, Monaghan, Cogen, & Streisand, 2010; Pinquart & Shen, 2011;
Reijntjes, Kamphuis, Prinzie, Boelen, van der Schoot, & Telch, 2010; Sav et al., 2015). Risk for
other learning, neurodevelopmental, and/or cognitive concerns may also be increased in these
populations, adding complexity to the psychosocial and medical needs of these children and
families (e.g., Fourdain et al., 2020; Guilfoyle et al., 2017).
Children with medical conditions (and their caregivers) are at risk for other psychosocial
concerns too, such as decreased QOL and increased challenges associated with medical
adherence. Each of these factors, combined with mental/behavioral health concerns can have
physiological impacts for children as well. For example, anxiety and depression, decreased QOL,
and medical nonadherence have been linked to decreased lung function in youth with cystic
fibrosis, higher hemoglobin A1c in type 1 diabetes, and lower body mass index, elevated
cardiovascular risk, and more frequent hospitalizations and healthcare costs in for youth with a
range of other medical conditions (e.g., Bernstein, Stockwell, Gallagher, Rosenthal, & Soren,
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2013; Commissariat, Volening, Guo, ElBach, Butler, & Laffel, 2016; Goldstein et al., 2015;
Hilliard, Eakin, Borrelli, Green, & Riekert, 2015; Knudsen et al., 2016; Ploessl, Pettit, &
Donaldson, 2014; Riekert, Bartlett, Boyle, Krishnan, & Rand, 2007; Rottenberg et al., 2014;
Smith, Modi, Quittner, & Wood, 2010; Snell, Fernandes, Bujoreanu, & Garcia, 2014). Taken
together, these findings demonstrate clear and compelling evidence that mental and behavioral
health concerns are key facets of pediatric chronic illness and are increasingly important given
impacts on overall psychosocial and physiological functioning. As such, it is of great importance
to understand the unique psychosocial challenges associated with having and managing chronic
medical conditions in childhood and to attend to mental and behavioral health needs to promote
success in disease management and provide effective and comprehensive medical care to
children and families.
Organizational Efforts and Guidelines for Addressing Pediatric Mental Health
The Field of Pediatric Psychology
In discussing organizational efforts for addressing pediatric mental health, it is first
important to discuss a field committed to these goals. With roots dating back to the late 19th
century, the field of pediatric psychology was formally defined and conceptualized as a field in
the year 1967, along with Logan Wright’s article, Pediatric Psychology: A Role Model” (Routh
1975). Today, pediatric psychology may be defined as field of psychological science and
practice which recognizes the overlap between psychology and medicine via scientifically and
clinically applied psychological principles to pediatric health. In other words, pediatric
psychology is a multidisciplinary, multifaceted, and dynamic field aimed at promoting the
health, psychological well-being, and development of children, adolescents, and families, with
particular attention to those faced with chronic or acute medical illnesses, injuries, or
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developmental concerns or otherwise engaging in health-related behaviors (Aylward, Bender,
Graves, Roberts, 2009; Society of Pediatric Psychology, 2019). Areas of expertise are vast and
may include (but are not limited to): “psychosocial, developmental and contextual factors
contributing to the etiology, course and outcome of pediatric medical conditions; assessment and
treatment of behavioral and emotional concomitants of illness, injury, and developmental
disorders; prevention of illness and injury; promotion of health and health-related behaviors;
education, training and mentoring of psychologists and providers of medical care; improvement
of health care delivery systems and advocacy for public policy that serves the needs of children,
adolescents, and their families” (American Psychological Association, 2020). Pediatric
psychologists work in a variety of settings, including alongside other healthcare professionals in
medical settings such as hospitals, medical centers, specialty medicine clinics, and primary care,
just to name a few (Society of Pediatric Psychology, 2019).
Other Organizational Efforts: Mental Health Guidelines and Psychosocial Screening
Given the rising awareness of mental and behavioral health concerns among children and
adolescents broadly in recent years, researchers and practitioners within pediatric psychology,
medicine, and other disciplines have identified strategies for both assessing and addressing
psychosocial functioning among youth and families. These findings have often related to the
push for and creation of mental health guidelines and clinical practice recommendations.
Relatedly, in 2004, the American Academy of Pediatrics (AAP) formed the Task Force on
Mental Health to identify and develop strategies for improving mental and behavioral health in
pediatric primary care. This Task Force, along with the AAP Committee on Psychosocial
Aspects of Child and Family Health, developed mental health competencies for primary care
facilities, provided strategies for overcoming systemic and financial barriers to providing mental
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health services in these settings, and offered guidance to pediatricians to assist in applying
chronic care principles to youth with mental health concerns (American Academy of Pediatrics,
2018; Foy, Kelleher, & Laraque, 2010). Following the AAP Task Force’s work in 2010, the AAP
Mental Health Leadership Work Group (2011-2013) implemented the Task Force’s vision and
products into pediatric practice in a number of ways: 1) transforming systems and practices, such
as by reducing administrative barriers and identifying new collaborative models; 2)
implementing clinical skill-building and provider trainings (e.g., on using motivational
interviewing techniques to identify and address mental/behavioral health concerns); 3)
disseminating clinical tools (e.g., lists of evidence-based psychosocial interventions for children
and adolescents, clinical algorithms to implementing mental health care into pediatric practice);
4) partnering with key stakeholders, such as families and organizations; and 5) enhancing
community resources for mental health and substance abuse treatment (American Academy of
Pediatrics, 2018). In all, these mental health initiatives have led to several attempts to increase
access to mental and behavioral health services in primary care. In particular, these efforts
included the creation of a mental health toolkit entitled Addressing Mental Health Concerns in
Primary Care: A Clinician’s Toolkit, designed to bring together tools and resources (in the form
of a CD-ROM) with regard to communities, health care financing, support for children and
families, clinical information systems and delivery system redesign, and decision support for
clinicians (American Academy of Pediatrics, 2018; Foy et al, 2010).
Similar to guidelines and improved practice efforts in primary care, rising awareness of
psychosocial concerns among youth with chronic illnesses has led to attempts to create and
implement more specific mental/behavioral health guidelines for the care of these patients and
families. Professional organizations have released clinical practice guidelines on addressing
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mental health concerns in the effective management of specific medical diseases and conditions.
For example, the American College of Gastroenterology and the American Diabetes Association
have each released clinical practice guidelines on the management of irritable bowel syndrome
and diabetes, respectively (Graham, 2009; Silverstein et al., 2005). These clinical practice
guidelines, in addition to discussing effective medical practices, include the recommendation that
medical providers educate themselves about and attend to the overlap between psychological
disorders and physical diseases/conditions. Specific recommendations regarding providing
referrals for psychological therapies, such as cognitive behavioral therapy and/or family therapy,
are also included and encouraged in these guidelines when deemed appropriate (Graham, 2009;
Silverstein et al., 2005). Moreover, these guidelines discuss concerns related to the use of
psychotropic medications as the first line of treatment for addressing psychosocial concerns in
these populations (Graham, 2009; Silverstein et al., 2005).
In another example, the Cystic Fibrosis Foundation and European Cystic Fibrosis Society
(via the International Committee on Mental Health in Cystic Fibrosis) have recently provided
international guidelines for care centers on the implementation of routine prevention, screening,
clinical assessment, and intervention with patients with cystic fibrosis and their caregivers,
particularly given the high rates of anxiety and depression in this population and known
associations with worsened physical health outcomes and poorer medical adherence (Hilliard,
Eakin, Borrelli, Green, & Riekert, 2015; Quittner et al., 2016). With regard to prevention, these
guidelines recommend all individuals with cystic fibrosis and their caregivers be offered
education and intervention geared toward disease management and taught preventative coping
skills as part of routine care (Quittner et al., 2016). Cystic fibrosis centers are also encouraged to
provide these supports in a sensitive and empathic manner, though specific guidance to providers
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on how to take this approach is not directly stated. Second, with regard to mental and behavioral
health screening, these guidelines suggest that mental health programming be set in place prior to
the implementation of screening. Specifically, these guidelines recommend the following steps:
1) identify a mental health practitioner with expertise and training, 2) develop educational
materials on anxiety and depression as well as the importance of addressing and treating these
concerns, and 3) develop a list of referral sources and establish a plan to effectively handle
concerns related to suicidal ideation (Quittner et al., 2016). The guidelines further recommend
the implementation of annual screening for depression and anxiety in cystic fibrosis patients,
aged 12 years or older, as well as for caregivers of children (birth to 17 years) with cystic
fibrosis. It is also recommended that care centers implement standardized screening tools with
adequate psychometric evidence, such as the Patient Health Questionnaire (PHQ-9, PHQ-8, or
PHQ-2) and the Generalized Anxiety Disorder Scale (GAD-7 or GAD-2), each of which have
been advocated by other U.S. and U.K. societies and organizations (Quittner et al., 2016).
Next, with regard to clinical assessment, the cystic fibrosis guidelines recommend that a
mental health practitioner (e.g., psychologist, psychiatrist, social worker) perform screening and
conduct clinical assessments with individuals who screen positive for concerns related to anxiety
and/or depression to determine when referrals to external mental health services is warranted.
Guidelines also suggest immediate follow-up (i.e., conduct clinical interview and/or further
assessment) for patients and/or caregivers who screen positive for suicide risk (Quittner et al.,
2016). Finally, guidelines recommend the development of treatment plans for anxiety and
depression management that involve collaboration with patients and caregivers, the
multidisciplinary cystic fibrosis care team, and other providers, such as primary care physicians
or external mental health professionals (Quittner et al., 2016). Included in the guidelines are
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visual diagrams/algorithms to guide care centers on the screening and treatment of depression
and anxiety, information on available evidence-based psychological treatments, as well as
information on pharmacological options and procedure-related anxiety (Quittner et al., 2016).
As one can see from this description, cystic fibrosis is an area with formalized and
detailed guidelines for addressing mental and behavioral health concerns, specifically anxiety
and depression. Additionally, preliminary results from the dissemination of these guidelines has
suggested initial acceptability and feasibility of implementing annual screening of depression
and anxiety using standardized tools (Quittner et al., 2017; Verkleij, de Winter, Hurley, &
Abbott, in press). Still, these guidelines do not provide a great deal of guidance on the best ways
to implement these practices. While detail is provided on specific screening measures, rationale
for the choice of measures, and requirements for establishing mental health programming and
screening in these settings, less detail is provided on how to overcome organizational, logistical,
and financial barriers to implementation. Similarly, while the Cystic Fibrosis Foundation (CFF)
has established awards (e.g., Mental Health Coordinator Award) and grants to assist with the
implementation of these guidelines and related quality improvement research, agencies must
apply and there is no guarantee that they will be awarded funding (Cystic Fibrosis Foundation,
2018). Further, concerns exist regarding the sustainability of such services once CFF funding has
ended. Finally, another area overlooked within these guidelines is the patient and family
experience, particularly with regard to strategies for effectively engaging patients in mental
health screening, including how to best handle situations when patients and/or caregivers are not
forthcoming with their mental health concerns, are not receptive to mental health treatment, or
have barriers to receiving external psychosocial support. Further research is needed in these
areas, as little is known about the specific barriers that pediatric patients and caregivers face
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when engaging in the process of mental health screening and in receiving integrated mental and
behavioral health care (Verkleij et al., in press; Wissow et al., 2013).
Approaches to Psychosocial Screening in Pediatric Specialty Care: Two Exemplars
As demonstrated in the previous examples, a recent focus within pediatric medical care
and research has been the development and implementation of psychosocial screening tools (and
other methods) to assist with the identification of patients and families experiencing psychosocial
concerns. In addition to the screening measures already mentioned (i.e., PHQ, GAD-7), two
well-validated screener questionnaires have been used most widely: (a) the Pediatric Symptom
Checklist (PSC) (35- & 17-item versions), and (b) the Strengths and Difficulties Questionnaire
(SDQ).
The Pediatric Symptom Checklist (PSC) is 35-item psychosocial tool designed for routine
pediatric medical care to assist providers in recognizing cognitive, emotional, and behavioral
problems in their child and adolescent patients (aged 4-16 years; Jellinek, Murphy, Robinson,
Feins, Lamb, & Fenton, 1988). As one of the most widely recommended and utilized screening
measures, the PSC has been translated into many languages and is available in a briefer version,
including a youth self-report form (ages 11 years and up). The PSC-17 is a validated 17-item
version (parent report) of the original 35-item of the measure and results in a total score and
three subscale scores related to internalizing, externalizing, and attentional symptoms (e.g.,
Murphy, Bergmann, Chiang, Sturner, Howard, Abel, & Jellinek, 2016). Cutoff values for the
total score and all subscales scores are utilized to assist with clinical determination, with higher
scores indicating greater emotional or behavioral concerns (Gardner et al., 1999). In all, research
has indicated that the use of the PSC has significantly increased the rates of referrals made to
mental health providers, thereby drawing awareness to medical providers and changing their

PERCEPTIONS OF INTEGRATED MENTAL HEALTH IN PEDIATRICS

10

behavior (Murphy, Arnett, Jellinek, Bishop, & Reede, 1992; Murphy et al., 1996). More recent
research has also described a relation between provider referrals and improved PSC scores
within a given patient over time (Hacker, Williams, Myagmarjav, Cabral, & Murphy, 2009),
suggesting that the screening and referral approach is effective in helping patients and families
with psychosocial concerns.
The Strengths and Difficulties Questionnaire (SDQ) is a general screening tool for
identification of emotional concerns, conduct problems, inattention and hyperactivity, problems
with peers, and prosocial behaviors in children aged 4 to 17 years (Goodman, 1997; Goodman,
2001). This brief, 25-item tool is also a commonly utilized instrument for screening
psychopathology among children and adolescents and has been widely validated in identifying
the previously mentioned domains (e.g., Croft, Stride, Maughan, & Rowe, 2015; Goodman,
2001; Goodman & Goodman, 2009). The measure results in 5 subscale scores that are summed
to create a total difficulty score. In all, research has suggested that SDQ screening of children
and adolescents is beneficial, may help identify emotional and behavioral concerns early, and
assists in prediction and treatment planning (e.g., Becker, Rothenberger, & Sohn, 2015).
Without screening, psychological and behavioral health concerns may go unnoticed (e.g.,
Baca, Vickrey, Caplan, Vassar, & Berg, 2011; Brown & Wissow, 2010; Costello et al., 1988;
Sheldrick, Merchant, & Perrin, 2011). For instance, while youth with epilepsy are at an increased
risk for mental and behavioral health concerns, including an increased risk of suicidal ideation
(approximately 27 percent of these youth) and decreased health-related quality of life (HRQOL),
it has been estimated that approximately 70% of youth with epilepsy who could benefit from
related services do not receive this care (Baca et al., 2011; Ott et al., 2003; Wagner, Modi, &
Smith, 2011; Wagner & Smith, 2007). Similarly, in another area, psychosocial interventions
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geared toward distress reduction in pediatric cancer can be incredibly influential in helping youth
and families cope; however, screening is often needed to recognize and subsequently treat this
distress (e.g., Ryan et al., 2005). Further, psychosocial screening methods are thought to improve
provider behavior, specifically regarding attending to and communicating about psychosocial
concerns as part of routine medical care (e.g., Kruijver, Garssen, Visser, & Kuiper, 2006;
Murphy et al., 1992; Murphy et al., 1996). By example, in a recent study conducted by
Gadomski and colleagues (2015), implementation of a comprehensive, computerized, selfadministered adolescent screener resulted in increased provider-adolescent dialogue around
psychosocial topics without significantly decreasing conversation around other important health
topics, such as medication management, somatic concerns, and substance use (Gadomski et al.,
2015). The implementation of this screener impacted providers’ likelihood to probe about
psychosocial information, ask clarifying questions, and complete more in-depth assessment
around psychosocial concerns (Gadomski et al., 2015). Results also indicated a change in youth
behavior and communication, as youth in the screening condition were more likely to engage in
session and provide information regarding their psychosocial health (Gadomski et al., 2015),
perhaps because the provider took an active approach to discuss such topics.
Limitations of Psychosocial Screening
In contrast to the positive aspects of screening, researchers have identified several
limitations in it. If psychosocial screening is used alone, without additional enhancements of
clinical care, it may have little to no impact on the detection and management of mental health
concerns, such as depression (Gilbody, Sheldon, & House, 2008). A second potential limitation
in psychosocial screening research is that implementation is different across studies and many
published manuscripts fail to provide the essential details on how screeners are administered, by
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whom, and how data are used to inform clinical care (e.g., Wissow et al., 2013). Third, different
psychosocial screeners are often utilized across studies, making it difficult to draw conclusions
and make comparisons. Fourth, research is fairly limited with regard to the impact of
psychosocial screening on direct, provider-specific behaviors, practices, and tasks. Relatedly,
more research is needed on the positive impact of implementing these tools and how providers
specifically implement them in routine practice. Further, research has often failed to
appropriately attend to the impact of the implementation process on the patient and family and/or
describe full involvement of multiple stakeholders (e.g., administrators, providers, patients, and
families) in the implementation process.
Despite efforts to improve mental health care in medical settings, there is a wide range of
variability in the psychosocial screening and psychological services delivered in pediatric
specialty care, if offered at all. Evidence has also suggested there is a significant gap between
assessing and addressing psychosocial functioning among youth and families. While a 2012
article in pediatric oncology suggested that more than half of the oncology groups surveyed
implemented psychological assessments and/or interventions, a large majority of those sites
(nearly 91%) infrequently or inconsistently utilized validated/evidence-based assessments and
interventions with patients and families (Selove, Kroll, Coppes, & Cheng, 2011). As such, while
several evidence-based interventions and strategies exist to assist youth and families with
reducing functional impairment, psychosocial concerns, and disease-related burden, a low
percentage of youth and families receive these services (e.g., Baca, et al., 2011; Ott et al., 2003).
This gap is likely due to a combination of factors including implementation barriers with
screening, a shortage and inaccessibility of specialty mental health services, as well as variables
at the individual and familial level, such as individual-level cost and lower socioeconomic status,
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stigma around seeking out mental and behavioral health services, and living in rural settings
(e.g., limited providers in the region) (e.g., Clement et al., 2015; Fox, Blank, Rovnyak, &
Barnett, 2001; Gulliver, Griffiths, & Christensen, 2010; Margolis, Kelsay, Talmi, McMillan,
Fraley, & Thomas, 2018).
Integration of Mental and Behavioral Health Services in Medical Contexts
Collaborative and Integrated Primary Care
There is a growing recognition of the importance of integrative or collaborative care
between medical and mental/behavioral health practitioners to reduce disparities, take a patientand family-centered approach, and improve service utilization (e.g., Funk & Ivbijaro, 2003;
Funk, Saraceno, Drew, & Faydi, 2008; Lopez, Coleman-Beattie, & Sanchez, 2008; Mauer &
Jarvis, 2010). Consequently, recent healthcare reform has focused on increasing the role mental
and behavioral health plays in medicine and a plethora of research has been published on
collaboration between mental/behavioral health clinicians and medical care teams, particularly
within primary care and behavioral medicine (e.g., Butler, Kane, & McAlpine, 2008; Collins,
Hewson, Munger, & Wade, 2010; Funk & Ivbijaro, 2003; Funk et al., 2008; Lopez et al., 2008;
Mauer, 2006, 2009; Mauer & Jarvis, 2010; Miller, Kessler, & Peek, 2011; Ramanuj, Ferenchik,
Dochery, Spaeth-Rublee, & Pincus, 2019; Robinson & Reiter, 2007; Russell, 2010). Combined,
this research suggests there are many ways in which medical and psychological practice can
overlap and co-exist. As such, models of collaborative, co-located, and integrated primary care
have emerged. One such model, A Standard Framework for Levels of Integrated Healthcare
(Heath, Wise Romero, & Reynolds, 2013), was utilized as an exemplar for the purposes of this
project, given its applications and use in both specialty behavioral health and primary care
settings (Heath et al., 2013). This model was informed by the work of Doherty, McDaniel, and
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Baird (1996) and Blount (2003) with respect to descriptions of coordination, co-location, and
integration and includes six levels of integration, which are conceptualized on a continuum.
These levels range from minimal collaboration to full collaboration in a transformed/merged
integrated practice.
The first and second levels of A Standard Framework for Levels of Integrated Healthcare
characterize coordinated care, with a key element of communication (Heath et al., 2013). In
coordinated care, as conceptualized by the model, mental/behavioral health and medical
providers work in separate systems and in separate locations. The key element of communication
defines the levels, with the first level (minimal coordination) describing limited or rare
communication between providers and the second level (basic collaboration at a distance)
describing separation of organizations and practice, but periodic communication about mutual
patients and use of each other as a resource (i.e., sharing reports or notes) to inform care (Heath
et al., 2013). The third and fourth levels describe co-located care, with a key element of physical
proximity. In these scenarios, mental/behavioral health are co- located within one facility, but
maintain separate systems of practice. In level 3 (basic collaboration onsite), communication is
increasingly regular due to the close proximity and a referral system is often utilized as the
process for moving patients between practices. In level 4 (close collaboration and some system
integration), collaboration is even closer and there is some initial evidence of integration, often
via embedding a mental/behavioral health clinician within the medical setting. In this scenario,
the mental/behavioral health clinician often has access to the patient’s medical record and serves
a frequent consultative role (Heath et al., 2013). Finally, the fifth and sixth levels describe
integrated care practices, with a key element of practice change. The fifth level (close
collaboration approaching an integrated practice) focuses on frequent communication and the
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mental/behavioral health clinician serving as a member of the health team. All providers,
including mental/behavioral health clinicians actively are involved in care plan development and
problem solving and can recognize the different roles team members play in achieving patient
goals (Heath et al., 2013). The sixth level (full collaboration in a transformed/merged practice) is
the highest level of integration and collaboration between providers in which providers and
patients view the roles and operations as part of a single, merged practice. Level 6 embodies the
principle of treating the whole person as compared to subsets of the person’s lived experience
(Heath et al., 2013).
Utilizing this framework, one can see the complexity of integrated care and implementing
mental and behavioral services within a pediatric medical setting. Indeed, researchers have
identified health system-related barriers to the implementation of integrated services: (a) separate
and/or differing organizational systems or infrastructures for mental and behavioral health as
compared to medicine (e.g., distinct care delivery systems; separation of pediatric and mental
health departments; separation of divisions at the federal and state level dedicated to improving
physical and mental health of youth and families); (b) limited or insufficient training among
medical providers in matters of mental/behavioral health and collaboration or teamwork-based
care; (c) separate training for medical and mental/behavioral providers, often with limited
interaction across specialties during training; and (d) confusion around definitions and awareness
of others’ roles and competencies, especially in the instance that other professionals on the team,
such as nurse educators and/or health coaches, can offer somewhat similar services and/or
consultation (e.g., Blount, 2003; Stancin, Sturm, Tynan, & Ramirez, 2017; Supper, Catala,
Lustman, Chemla, Bourgueil, & Letrilliart, 2015; Thielke, Vannoy, & Unützer, 2007;
Zimmerman, Schwalberg, Botsko, Gallagher, & Borzak, 2001). Financial barriers also play a
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role in integrated and collaborative mental/behavioral health care (e.g., Kathol, Butler,
McApline, & Kane, 2010; Levey, Brown, Miller, & deGruy III, 2012; O’Donnell, Williams, &
Kilbourne, 2013; Thielke et al., 2007). Relatedly, many agencies and organizations have
concerns about payment and insurance reimbursement for mental health care (e.g., who to bill
for services delivered and nonpayment for same day physical and mental health encounters).
Further, concerns also exist around the ability for the agency/organization to sustain covering
costs of implementation and fully integrated resources, such as providing space for
mental/behavioral health clinicians, hiring additional mental health billing staff, provider and
staff training, and purchasing assessments and/or other mental/behavioral health tools (e.g.,
Kathol et al., 2010; Levey et al., 2012; O’Donnell, et al., 2013; Thielke et al., 2007).
Taken together, many children and adolescents with chronic medical conditions do not
have access to high-quality mental and behavioral healthcare due to a number of system- and
organizational-related variables. Further, a recent study conducted by Cunningham (2009)
revealed that approximately two-thirds of primary care physicians had difficulty obtaining
outpatient mental health services for their patients despite having an easier time finding other
medical services for patients. While this study was missing valuable information about the
number of patients who needed, but did not get, mental health services or the specific type of
outpatient mental health services the providers were attempting to obtain, it still suggests that
access to external mental and behavioral health services is difficult and provides a clear rationale
for the need for improved coordination/integration of care.
Integrated Psychosocial Treatment in Specialty Care
In addition to the attention to and progress regarding behavioral health concerns in
pediatric primary care, recent clinical and research efforts have focused on integrating mental
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and behavioral healthcare (i.e., psychosocial treatment) into pediatric specialty medicine as well.
In fact, routine psychological services within the context of interdisciplinary medical care teams
have been offered in some pediatric specialty settings for specific populations (e.g., those with
craniofacial anomalies), often above and beyond what is required by association-based standards
(e.g., Ascha et al., 2016; Strauss & The American Cleft Palate-Craniofacial Association Team
Standards Committee, 1998). It is important to note, however, that integrated/collaborative
psychosocial treatment in specialty care is not the standard and there have been many
implementation barriers, not unlike those described for integrated primary care. Pediatric
epilepsy, as previously indicated, is an area in which there has been great interest in integrating
relevant, validated psychological screening and other mental/behavioral health treatments into
routine practice. However, at the institutional level, barriers to implementation include a lack of
access to pediatric psychologists and other mental health professionals and inadequate funding
and/or billing procedures to support the sustainability of psychological services within a medical
setting (Wagner et al., 2011). At the provider level, mental and behavioral concerns may be
conceptualized as related to seizures or medication, thereby reducing the likelihood of seeking a
referral to or consultation with a mental health professional (Ott et al., 2003). Relatedly,
providers also may not have direct exposure to or experience with a pediatric psychologist/other
mental health professional or have knowledge about how these providers can tailor interventions
to address the psychosocial concerns of the specific population. Further, providers may feel
unsatisfied with a referral system as it is often a reactive versus proactive process (Wagner et al.,
2011), and professional communication or feedback may be limited. At the patient level, on the
other hand, families may be more concerned with seizure control as compared to psychosocial
concerns and/or may lack the knowledge regarding the comorbidity of epilepsy with
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psychological and behavioral symptoms. Relatedly, patients and families may have stigmatized
views of mental and behavioral health treatment or lack resources (e.g., finances, insurance
benefits, time, transportation) to dedicate to receiving mental and behavioral health services (Ott
et al., 2003).
Despite the barriers to implementing and accessing mental and behavioral healthcare in
pediatric specialty settings, there is a great interest among families and providers to improve
access to this care via collaborative relations between medical and mental/behavioral health
clinicians. Wagner and colleagues (2015) recently conducted a needs assessment of persons with
epilepsy to determine the types of resources these stakeholders would like to receive and/or feel
that they need, with results suggesting that finding mental and behavioral health services were
important. Similarly, attempts have been made to implement psychological services routinely in
outpatient medical care for individuals with epilepsy. For example, a prevention-focused
program of psychosocial services for youth with epilepsy has been recently developed (e.g.,
Guilfoyle, Follansbee-Junger, & Modi, 2013).
In other specialty areas, efforts have also been made to create and implement routine
psychosocial interventions that are feasible and acceptable. Kazak and colleagues (2007) and
Warner and colleagues (2007), for example, have translated research findings to clinical practice
by implementing targeted interventions for children with cancer and their families, such as by
incorporating evidence-based strategies for addressing persistent anxiety and distress in pediatric
oncology settings. Further, key leaders in the American Diabetes Association and the
International Society of Pediatric and Adolescent Diabetes have recognized the need for
psychologists in the comprehensive care of youth with diabetes (e.g., Delamater, de Wit,
McDarby, Malik, & Acerini, 2014; Kichler, Harris, & Weissberg-Benchell, 2015; Young-Hyman
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et al., 2016). As such, recent articles comment upon the roles that psychologists can play in
diabetes treatment settings, including with the delivery of psychosocial care at the individual-,
family-, and group-level as well as in program development, such as for the transition from
pediatric to adult care (e.g., Kichler et al., 2015).
Conceptual Model of Individual and Organizational Factors
One important factor influencing the success of implementing system-wide change in the
form of integrated mental health services into a pediatric specialty care setting is individual and
organization-wide readiness for change. Readiness for change can be defined as the degree to
which practitioners and an organization are “individually and collectively primed, motivated, and
technically capable of executing the change” (Holt et al., 2010). The authors who coined this
definition have also developed a conceptual framework for readiness to change, which focuses
on both individual- and organizational-level psychological and structural factors as they relate to
an organization’s readiness to implement change (Holt et al., 2010).
According to this conceptual framework (Holt et al., 2010), there are four key dimensions
of readiness for change: (1) individual psychological variables, (2) organizational psychological
variables, (3) individual structural variables, and (4) organizational structural variables.
Individual psychological variables may include attitudes, key beliefs, and perceptions held by
individual healthcare team members regarding the potential and need for change. In contrast,
organizational psychological variables can include factors such as collective commitment and
efficacy related to change or the extent to which team members feel they can work together to
accomplish goals (Holt et al., 2010). Conversely, structural variables individual and
organization-based resources, such as knowledge, skills, and abilities to deliver the intervention
(individual structural factor); willingness to undergo training to improve current knowledge,
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skills, or abilities (individual structural factor); overall human and material resources
(organizational structural factor); how effectively staff work together to achieve common goals
(organizational structural factor); lines/channels of communication (organizational structural
factor); and formal policies and procedures to support the implementation of change
(organizational structural factor). Taken together, these dimensions have been theoretically and
empirically shown to play a salient role in successful implementation in prior research on
organizational change (e.g., Weiner, Amick, & Lee, 2008; Weiner, 2009; Weiner, 2020). These
readiness dimensions also are related to other implementation-relevant variables, such
organizational climate (i.e., the internal circumstances and social environmental factors of a
work environment which may hinder or facilitate change) and other process of change factors
(i.e., how change is dealt with at an organization) (e.g., Armenakis, Harris, & Field, 2000;
Armenakis, Harris, & Mossholder 1993; Armenakis & Harris, 2009; Bouckenooghe, Devos, &
Van den Broeck, 2009; Herscovitch & Meyer, 2002; Holt, Armenakis, & Harris, 2007; Weiner,
Amick, & Lee, 2008). In all, these studies show the importance of measuring readiness for
change dimensions and related constructs when implementing (or planning to implement)
organizational changes, such as the introduction of routine mental health services into pediatric
specialty care settings.
Referencing the Holt and colleagues (2010) conceptual model, researchers have created
valid, reliable tools for assessing change implementation and readiness for change in healthcare
environments (Holt et al., 2010; Timmings, Kahn, Moore, Marquez, Pyka, & Straus, 2016). An
example of such a tool is the Ready, Set, Change! online decision support tool
(http://readiness.knowledgetranslation.ca/), which utilizes an evidence-based algorithm centered
on the four domains of Holt and colleagues’ (2010) conceptual model to help researchers identify
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appropriate measures based on priorities, setting, and type of change/intervention (Timmings et
al., 2016). Several evidence-based measures are included in this decision support tool, such as
the 115-item Organizational Readiness for Change (TCU-ORC) measure, which assesses
motivation for change, staff attributes, and organizational climate, as well as several related
subscales (Texas Christian University Institute of Behavioral Research, 2002; Timmings et al.,
2016). Another example measure is the Organizational Change Questionnaire –Climate of
Change, Processes, and Readiness (OCQ), which is a 25-item measure assessing the internal
context of climate of change, process factors related to change implementation, and an
organization’s readiness for change (Bouckenooghe et al., 2009; Timmings et al., 2016). Using
these examples, the decision tool’s algorithm may recommend the TCU-ORC if a researcher is
looking for an evidence-based measure that thoroughly assesses each of the four Holt and
colleagues’ (2010) conceptual framework dimensions. Conversely, the algorithm may also
recommend a shorter measure, more applicable to a specific priority noted by the researcher
using the online tool, such as individual and organizational psychological aspects of readiness for
change (i.e., OCQ) (Timmings et al., 2016). In sum, The Ready, Set, Go! online tool provides a
brief overview of the most relevant measures, how to access them, and pertinent information
germane to the implementation of the Holt and colleagues (2010) conceptual model (Timmings
et al., 2016).
As one can see from this discussion and corresponding examples, the Holt and colleagues
(2010) conceptual model is an empirically supported framework that encompasses factors
identified as important to implementation change success. Further, these domains can be
efficiently assessed with evidence-based measures and have been incorporated into a decision
support tool rigorously designed to assist researchers in identifying the best measures for
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assessing readiness for change in their context of interest. In all, this framework serves as a nice
model for exploring the interrelations between readiness for change, individual and structural
factors, change process and organizational climate. As such, it is a framework which can be
applied to the implementation of change by healthcare teams and related organizational settings,
such as in the case of assessing perceptions around the implementation of routine mental health
services in pediatric specialty care settings.
Summary and Rationale for Current Study
Children and adolescents with chronic medical conditions and their families have
increased interaction with the healthcare system, particularly with specialty medical care. Many
pediatric diseases and conditions, such as cancer, type 1 diabetes, cystic fibrosis, epilepsy, and
cardiovascular diseases, involve inpatient hospitalizations and/or outpatient interactions with the
healthcare system. These interactions may involve pain, loss of control, the need for adjustment
and coping skills to manage significant lifestyle changes, and/or adherence to a potentially new
and complicated medical regimen (e.g., Roberts & Steele, 2017). Further, decreased HRQOL and
increased mental and behavioral health concerns, such as anxiety, depression, and externalizing
behavior problems, have been consistently observed in these populations (e.g., Ingerski et al.,
2010; Roberts & Steele, 2017). Many of these pediatric areas have recognized the need to create
and implement standards of care to screen for and address mental or behavioral health in
pediatric specialty care settings (e.g., Graham, 2009; Quittner et al., 2016; Silverstein et al.,
2005).
Despite the rapid growth and development of psychosocial screening tools and evidencebased interventions in pediatric specialty care as well as models of integrated/collaborative care,
the implementation of direct psychological services in specialty medical care has varied across
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practices (e.g., Baca et al., 2011; Ott et al., 2003; Selove, Kroll, Coppes, & Cheng, 2011). There
are likely a host of barriers and facilitators to implementation and access to these psychosocial
resources. Furthermore, the best ways to enhance dissemination and implementation of mental
and behavioral health into pediatric specialty medicine have not yet been identified. A potential
reason for this void is that key stakeholders, including providers and administrators, are often not
included simultaneously in the development of the practice models they are expected to
implement and/or utilize. Consequently, barriers to implementation emerge (e.g., limited
readiness to change), as do concerns of acceptability and feasibility (e.g., Holt et al., 2010). The
current study takes a step backward in this process by bringing provider and administrator
perspectives together to discuss the role of mental/behavioral health in pediatric specialty care
and identify the preferred level of integration or coordination that is likely to meet the needs of
patients and families while remaining feasible and acceptable for the setting and this stakeholder
group. Results may inform future research geared toward including other key stakeholder groups,
such as pediatric patients and their caregivers, to establish recommendations for enhancing
feasibility and acceptability of routinely integrating mental health services within pediatric
subspecialty healthcare.
Aims and Objective
The main objective of the current study was to contribute to a growing body of literature
on integrated mental and behavioral health services in pediatric subspecialitysubspecialty
practice via highlighting the perspectives of key stakeholders. The current study utilized mixed
methodology to explore provider perceptions of integrated mental and behavioral health services
in specialty pediatric medicine, including how mental/behavioral health should be best
approached in routine practice and perceived barriers and facilitators to implementation within
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these settings. The current study had three primary aims: (1) identify key themes across semistructured interviews around the role and potential feasibility of implementing mental/behavioral
health in pediatric specialty care settings utilizing a qualitative thematic analytic approach; (2)
identify current levels of readiness for change among providers and administrators, variations in
readiness to change factors on the basis of demographic differences, and current levels of
integration/collaboration across medical teams; and (3) utilizing a convergent/parallel mixed
methods design, integrate qualitative and quantitative findings to explore relations between
qualitative themes, current level of integration and individual and structural factors related to
organizational readiness for change. While aims were more exploratory in nature, it was
anticipated that quantitative descriptors would serve a functional role in that they may qualify or
help explain potential thematic differences between providers and/or specialty areas. It was also
anticipated that provider perceptions would be related to the extent to which a specialty setting
has mental health services already integrated or coordinated as part of routine care.
Methods
Participants
Thirty-two healthcare providers were recruited from a range of pediatric specialty clinics,
units, and departments throughout West Virginia University (WVU) Medicine Children’s. A
specialty area was considered “represented” in the present study if three or more providers from
the team participated. Within each specialty area, at least one provider with administrative
responsibilities (e.g., Director, Chief, Coordinator) to the team was also recruited. When
applicable, a mental/behavioral health clinician providing these services for the team was also
recruited. Inclusion criteria for providers were as follows: 1) a medical/behavioral health
provider (e.g., physicians, physician assistants, nurse practitioners, registered nurses, social
workers, psychologists) who practices in and/or is somehow affiliated with a pediatric specialty
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setting; 2) a provider who has practiced in their area of pediatric specialty for at least one year;
and 3) a provider who has been employed at the recruitment setting for at least 6 months.
Inclusion criteria for providers serving an administrative role (e.g., Directors, Chiefs,
Coordinators) modeled that of other providers with one additional requirement: the individual
has an intimate knowledge about practice operations for the specialty setting as determined by
type of role and self-report. These inclusion criteria allowed for breadth and variety in the types
of providers/administrators that were recruited, but also ensured the provider/administrator has
been involved with the specialty setting long enough to have acquired knowledge of current
policies and procedures and was able to provide comment on those aspects of the practice.
Providers and administrators were still able to participate in the study if they left or changed their
position over the course of the study. Medical students, residents, and other trainees were
excluded from participation in the current study.
Procedure
Recruitment
Eligible providers and administrators were recruited by research staff via email requests,
in-person discussions about the project at a pediatric faculty meeting, and recruitment letters or
flyers left for medical staff at the specialty setting location. Provider referrals were also used as a
method of identifying other potential provider participants. Once the provider/administrator
agreed to learn more about the study, members of the research team explained the study purpose,
procedure, benefits, risks, confidentiality, and HIPPA policies prior to obtaining written consent.
Recruitment and Engagement Strategies. Given prior research suggesting potential
barriers in recruiting physicians (e.g., lack of time, lack of familiarity or understanding of
research intentions, interruption of clinical care), several evidence-based recruitment and
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engagement strategies were used to increase the likelihood of participation and decrease refusal
and attrition (e.g., Johnston, Liddy, Hogg, Donskov, Russell, & Gyorfi-Dyke, 2010). These
strategies were piloted along with study procedures with pediatric providers outside of the
recruitment population (e.g., Adolescent Medicine physicians) prior to the start of data
collection. Strategies utilized included offering to provide online administration of surveys via an
e-mail link, offering to provide tablet computers to complete measures at their own pace and at a
time most convenient to them, compensating participants for their time, and offering to share
study results with providers/administrators after the study’s conclusion. The current study also
used physician recruiters and a local champion to spread the word about the study, inform
eligible providers of ease and minimal burden of the study, highlight the benefits of research to
practice, and maintain an effective personal connection with participants (e.g., Asch, Connor,
Hamilton, & Fox, 2000; Goodyear-Smith, York, Petousis-Harris, Turner, Copp, Kerse, & Grant,
2009; Johnston et al., 2010).
Sampling Techniques. Purposive (i.e., criterion-based) and theoretical sampling
approaches were utilized to ensure an appropriate and approximately equal representation of
professional disciplines, years of experience, and roles across settings as well as to determine
when saturation was reached, or when no new themes emerged from the data (e.g., Coyne, 1997;
Glaser, 1978; Green & Thorogood, 2009; Guest, Bunce, & Johnson, 2006; Mason, 2002; Patton,
2002; Ritchie & Lewis, 2003). In this study, these sampling approaches also allowed the
researcher to identify and select groups of individuals/specialty areas based on experience with
mental/behavioral health support in the clinic (e.g., recruitment from specialties with and without
mental/behavioral health clinicians on their teams) to increase generalizability and breadth of
findings.
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Measures
The current study used the Research Electronic Data Capture (REDCap) system to
administer two surveys: the study-specific Provider Information Form (PIF) and the 25-item
Readiness for Change Questionnaire (RCQ). Following participant completion of these
measures, study personnel scheduled the provider for a semi-structured interview. If a provider
was determined to meet administrator eligibility criteria, they also completed the verbally
administered Integrated Practice Assessment Tool (IPAT).
Provider Information Form (PIF; Supplement B). The Provider Information Form is
a study-specific measure completed by providers and administrators for the purposes of
obtaining relevant demographic information (e.g., age, race, education and training history, role
in specialty setting) as well as basic information about the providers’ environment. This form
also asked about the provider’s role(s) within the specialty team, including any administrative
responsibilities.
Readiness for Change Questionnaire (RCQ; Holt, Armenakis, Feild, & Harris,
2007; Supplement C). Providers also completed the 25-item Readiness for Change
Questionnaire, which is designed to assess readiness for organizational change at an individual
level. Individual items are rated on a 7-point, Likert-type scale ranging from “Strongly Disagree”
to “Strongly Agree”. Individual items correspond to four readiness for change domains
including: (1) Appropriateness, (2) Management Support, (3) Change Efficacy, and (4)
Personally Beneficial. These scales are conceptually consistent with Holt and colleagues’ (2010)
framework of individual- and organizational-level psychological and structural factors relevant
to organizational change implementation and has been shown to have adequate psychometric
properties (e.g., Holt, Armenakis, Feild, & Harris, 2007; Rafferty, Jimmieson, & Armenakis,
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2013). With permission and guidance from the measure’s authors, the RCQ was slightly
modified to reflect language appropriate to the current study setting (e.g., director/administrator
versus management, healthcare setting versus organization). In the current study, the RCQ
demonstrated excellent reliability across all subscales (α = .77-.88).
Integrated Practice Assessment Tool, Version 2.0 (IPAT; Waxmonsky, Auxier,
Wise Romero, & Heath, 2013; Supplements D-F). The Integrated Practice Assessment Tool
(IPAT) is an 8-item measure (with the eighth item serving as a compound question) designed to
assess the level of collaboration/integration of a practice as defined by A Standard Framework
for Levels of Integrated Healthcare (Heath et al., 2014). The IPAT employs a decision-tree
model and series of yes/no questions to categorize a practice/agency based using a specific
Level of Integrated Healthcare determination (i.e., Level 1: Minimal Collaboration; Level 2:
Basic Collaboration at a Distance; Level 3: Basic Collaboration Onsite; Level 4: Close
Collaboration Onsite with Some Systems Integration; Level 5: Close Collaboration
Approaching an Integrated Practice; Level 6: Full Collaboration in a Transformed/Merged
Integrated Practice). Though this measure is typically best completed by two or more
individuals who are knowledgeable about the operations of the practice (e.g., serve an
administrative role), in the present study only one administrator complete the measure per
specialty area. Responses on the IPAT were audio-recorded for the purposes of later
confirmation of scoring accuracy.
Semi-Structured Interview Guide (Supplement G). Following completion of
measures, each provider/administrator participated in a 60-minute semi-structured qualitative
interview with a trained member of the research staff. These interviews were either completed in
person or via telephone and were audio-recorded for transcription purposes. This interview guide
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was developed for the purposes of the current study and was systematically piloted with medical
and mental health providers not eligible for the current study (e.g., Family Medicine/Adolescent
Medicine Providers, trainees). A local expert in integrated primary care also reviewed all
interview questions and provided feedback, which was subsequently included in the final
version. The interview discussion began broadly to engage providers briefly in conversation
about their practice, the other providers they interact with, and the specialty setting environment.
The conversation then shifted to perceptions of mental/behavioral health, the ways that the
providers/administrators may or may not deal with mental health concerns within their practice,
and whether they feel their procedures are adequate in dealing with these concerns. This
discussion also included conversation about awareness of mental health guidelines within their
medical specialty, ways in which guidelines are/are not implemented and impact practice, and
recommendations for how to better address mental/behavioral health conditions within their
practice. The conversation then concluded with a discussion of the models of integrated care,
which model the providers/administrators prefer, an initial conversation about perceived barriers
and facilitators of implementing these models, and their current priorities when working with
youth and families in their medical specialty.
Compensation
Participants were compensated with a $50 gift card upon completion of their study
activities. All study procedures, including compensation, were approved by the West Virginia
University’s Institutional Review Board.
Data Analysis
Quantitative statistical analyses were conducted using Statistical Package for the Social
Sciences version 27 (SPSS 27). Qualitative analyses were conducted using NVivo 12 Plus.
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Power analyses. The sample size for the current study was calculated using evidence
from the qualitative literature (e.g., Guest et al., 2006). However, it is also important to note that
given the structure of medical teams included in the present study, there were inherent
differences in sample sizes across groups (i.e., fewer administrators as compared to providers).
Nonparametric statistics, for which power analyses are unable to be conducted using G*Power,
were utilized to assess group differences. Additional details on these analyses are provided
below.

Preliminary analyses. There were no missing data in the present study. Research staff
were effective in preventing missing data preemptively by encouraging responses to questions
(i.e., including a “prefer not to answer” option to clarify whether items were skipped
accidentally) and/or following up with providers regarding data missing to ensure items were not
accidentally missed. As an additional preliminary step to data analysis, a check for violations of
major assumptions (e.g., normality, heteroscedasticity) was also conducted using descriptive and
frequency statistics. Once data were thoroughly cleaned, additional descriptive statistics and
between-group comparisons (e.g., provider-type, gender, education level) were conducted to
describe demographic characteristics of the providers and administrators and the level of
integration/coordination of care across specialty settings.
Aim 1. The first aim focused on identifying provider beliefs and perceptions about the
role and feasibility of implementing mental/behavioral health care in pediatric specialty care
settings. To evaluate this aim, semi-structured qualitative interviews were conducted with
providers and transcribed verbatim. Two trained doctoral students in the Pediatric Lab for
Adherence and Transition at West Virginia University, inclusive of the primary author,
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conducted semi-structured interviews. Five trained coders, inclusive of the two interviewers and
3 additional undergraduate students from the lab, coded the transcriptions according to thematic
analytic procedures (Braun & Clarke, 2006; Creswell, 2014; Miles & Huberman, 1994).
According to this procedure, data were analyzed for units of meaning or “themes” across
transcripts. This process involved five levels, or stages, of coding. The first stage involved coders
familiarizing themselves with the data and reviewing transcripts several times. These coders
independently engaged in this process and reviewed transcripts with no a priori hypotheses about
the emergent themes. Each coder then compiled a list of initial codes, or patterns of conversation,
among interviews (Braun & Clarke, 2006; Creswell, 2014; Miles & Huberman, 1994). During
the second stage, the coders engaged in a discussion of these independently generated codes.
This discussion allowed for codes to be grouped together and solidified into a smaller number of
codes. This process utilized both deductive and inductive coding methods and incorporated
calculation of inter-rater reliability methods to create a finalized codebook (Stage 3; Boyatzis,
1998; Crabtree & Miller, 1999). Specifically, initial codes are created based on the questions
included in the semi-structured interview (a deductive process) and via discussion between
members of the research team (an inductive process) (Boyatzis, 1998; Crabtree & Miller, 1999).
Following the creation of a codebook (i.e., consensus on codes), the next stage of analysis (Stage
4) involved a second independent review using the codebook, with the addition of a new coder
not involved with the first round of review. A similar discussion post-review occurred as well as
calculation of inter-rater reliability during the fifth and sixth levels of analysis. These stages
allowed for refinement of the codebook to clarify any unclear codes or definitions and establish a
finalized coding frame including thematic clusters or categories of codes and
intersections/relations among codes (i.e., creation of sub-themes). All codes and themes included
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in this final codebook were resolved to 100 percent consensus and utilized to code each
transcript (Creswell, 2014; Galletta, 2013; Miles & Huberman, 1994). Finalized codes were
entered into NVivo 12 Plus.
The calculation of inter-rater reliability involved independent reviews of a smaller subset
of finalized transcripts (n = 8, 26.7%) and the use of the intraclass correlations (ICC), which is
suitable for studies in which data from all study participants are coded by multiple coders.
Though additional methods exist for the calculation of inter-rater reliability, ICC was chosen
given its inclusion of the magnitude of disagreement or discrepancy across coders in the
calculation of inter-rater reliability (e.g., Koo & Li, 2016; Shrout & Fleiss, 1979). Conversely,
alternative methods such as Cohen’s kappa statistic formula are based on all-or-nothing
agreement while adjusting for the probability of agreement by chance (e.g., Cohen, 1960;
Stemler, 2004). For the purposes of the current study, a one-way random-effects model was
utilized to calculate ICC given data were coded by different sets of raters who were randomly
chosen from the 5 possible raters (e.g., Koo & Li, 2016; Shrout & Fleiss, 1979). Each transcript
used for this purpose was coded at the final stage (utilizing the finalized codebook) by two
separate coders, allowing for ICC to be calculated across coder dyads. The transcripts selected
were chosen at random utilizing a random number generator and all coders were represented in
this sample. ICC values ranged from .77 to .89, suggesting good to excellent agreement across
the five coders (e.g., Koo & Li, 2016; Shrout & Fleiss, 1979). ICC values were conducted using
SPSS 27.
Aim 2. The second aim focused on identifying current levels of readiness to change
among providers and administrators and current levels of integration/collaboration across
medical teams. Descriptive statistics were utilized to derive scores from the RCQ
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(Appropriateness, Management Support, Change Efficacy, and Personally Beneficial
scales) and IPAT (level of integrated/collaborative care for a specialty areas). A secondary
goal of this aim was to explore group differences in readiness for change factors. ANOVAs
were conducted to examine the potential differences in RCQ scores on the basis of
demographic factors and the level of integration/coordination for each specialty area.
Aim 3. The third aim focused on applying quantitative and qualitative findings
utilizing a convergent/parallel mixed methods design. As such, quantitative results from
Aim 2 were used to corroborate or extend the findings from qualitative data analysis
conducted for Aim 1. As such, this aim serves an integrative role.
The main technique for integrating qualitative and quantitative information used was
the triangulation protocol, or the process of corroborating two sets of data (collected via
different methods) to draw a more complete conceptual picture of a phenomena of interest
and describe different aspects of one research question (e.g., O’Cathain, Murphy, & Nicholl,
2010). Figure 1 details the process behind this approach. Data were visually integrated
utilizing mixed methods matrices, which combine qualitative and quantitative information
(e.g., O’Cathain et al., 2010). One such matrix is displayed in Table 4.
Results
Quantitative Findings
Enrollment and Refusal Rates
Thirty-two providers were initially enrolled in the current study; however, data from 30
participants were used in data analysis. One provider was withdrawn by the primary investigator
following consent due to lack of enrollment/participation of other providers from their area of
medical specialty. A second participant withdrew from the study immediately following consent
procedures after becoming aware of an employment-related restriction on research participation.
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Of the 11 teams contacted for recruitment, eight medical teams and one behavioral medicine
team participated. The eight medical teams included: Gastroenterology, Hepatology and
Nutrition (excluding Infusion Center activities); Mountain State Cystic Fibrosis Center;
Neurology/Klingberg Neurodevelopmental Center; Cardiology; Endocrinology;
Hematology/Oncology (inclusive of Infusion Center activities); Infusion Center (excluding
services with Hematology/Oncology patients); and Nephrology. Behavioral Medicine was also
represented in the current study and included mental/behavioral health clinicians who deliver
these services within one or more of the represented medical specialty areas. It should be noted
that the Infusion Center serves patients who require intravenous infusion therapy and serves
multiple medical teams, such as Hematology/Oncology, Pulmonology, Infectious Diseases,
Rheumatology, and Gastroenterology, Hepatology, and Nutrition. However, in each of these
cases (with the exception of Hematology/Oncology), services provided in the Infusion Center are
more independent from other outside of this clinic. As such, the Infusion Center was included as
a separate medical team for the purposes of the current study. Conversely, due to the high level
of collaboration/coordination between the Infusion Center and the Hematology/Oncology team,
any comments made by the Infusion Center team that were specific to Hematology/Oncology
services were described as findings for the Hematology/Oncology team rather than the Infusion
Center team.
Across these nine teams, enrollment rates ranged from 66.7%-100.0% and refusal rates
ranged from 0.0%-17.0%. It should be noted that based on theoretical and purposive sampling
techniques, not all members of every team were approached in all instances. Thus, enrollment
and refusal rates were calculated based on the total number of individuals approached for each
given team. Rates of lost to follow-up (i.e., provider initially expressed interest but then could
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not be reached for consent) and no contact (i.e., no response from provider after multiple
attempts to contact) across these nine teams ranged from 0.0-58.3%. For the two teams not
included in the study, high rates of no contact were observed (50.0%-75.0%). Refusal rate for
these two teams was 0.0%. Though one individual from each of these teams was initially
enrolled into the study, these two individuals make up the previously described withdrawals.
Descriptive Statistics
Participants. Participants in the current study were between the ages of 30 and 62 years
(M = 44.40, SD = 10.19) and predominately female (n = 23, 76.7%) and Caucasian (n = 27,
90.0%). Most participants had a master’s degree or higher (n = 24; 80.0%) and came from a
background in nursing (n = 12, 40.0%) or medicine (n = 11, 36.7%). Participants were most
likely to endorse serving several roles in their area of specialty across direct patient care, clinical
teaching, research, administrative assignments, leadership roles, and other responsibilities. More
details are described in Table 1, where demographics are separated by provider type (i.e.,
providers versus administrators). To ensure confidentiality of participants and the inability for
data to be traced back to their original source, all data reported from this point forward will not
utilize these specialty names, but rather a number (1-9) which was assigned utilizing a
randomization procedure. Numbers were assigned to specialties in a random order and are not
consistent with the order of specialties listed earlier in the text.
IPAT Scores. IPAT scores were calculated for the medical teams only (the behavior
medicine team was excluded). However, due to the nature of one medical team, an administrator
was not required to participate. As such, IPAT scores were calculated for the remaining seven
teams. In addition to these seven IPAT scores, five of the seven teams were able to be assigned a
second IPAT score. When a team was assigned a second IPAT score this was due to a specialty
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area having one clinic with a higher level of integration/collaboration or that the specialty area
had a recent change in their services, resulting in a pre- and post-change IPAT score. However,
when determining the overall level of integration/collaboration for the entire medical specialty,
the lowest (or current) level assigned for the team was utilized.
Results from IPAT administrations demonstrated a range of types of mental/behavioral
health integration; however, all 6 levels of the model were not represented in the current data nor
were all three overarching categories (Coordinated Care/Level 1 or Level 2 integration; CoLocated Care/Level 3 or Level 4 integration; Integrated Care/Level 5 or Level 6 integration).
When considering the overall specialty area (all clinics/activities combined), all seven medical
teams were categorized as Co-Located Care (Level 3, n = 2, 28.6%; Level 4, n = 5, 71.4%).
When considering within-specialty differences, four additional IPAT scores were calculated,
resulting in a total of 11 IPAT scores (seven primary scores plus four secondary scores). This
resulted in increased variability in levels of integrated/collaborative care, with some clinics
meeting criteria for the higher levels of integrated care (Level 3, n = 2, 18.2%; Level 4, n = 6,
54.5%; Level 5, n = 2, 18.2%; Level 6, n = 1, 9.1%). No teams were categorized as Coordinated
Care. These results are also visually displayed in Table 4 as part of the mixed-methods matrix.
Differences in RCQ Scores
Given differences in sample sizes across groups (i.e., providers versus administrators),
non-parametric independent samples tests (i.e., Mann-Whitney, Kruskal-Wallis) were conducted
to assess mean differences in RCQ scores based on demographics. Results suggested statistically
significant differences on the Personally Beneficial Scale, such that the scores of administrators
(Mdn = 7.00) were significantly higher than those of providers (Mdn = 6.33), U(Nproviders = 23,
Nadministrators = 7,) = 123.50, z =2.21, p = .033. This suggests administrators held even stronger
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beliefs that the change of implementing or increasing mental/behavioral health services in their
practice would be Personally Beneficial to their practice. No significant differences were found
on the Appropriateness scale [U(Nproviders = 23, Nadministrators = 7,) = 118.50, z = 1.87, p = .061],
Management Support scale [U(Nproviders = 23, Nadministrators = 7,) = 75.50, z =-.25, p = .806], or
Change Efficacy scale [U(Nproviders = 23, Nadministrators = 7,) = 114.50, z =1.69, p = .091] based on
provider type. In exploring significant differences in RCQ scores based on other demographic
variables, such as, age, gender, years of experience, education level, or area of specialty, no
significant differences were observed (p greater than .05). Additionally, no significant
differences were found between RCQ scores and administrator IPAT scores (utilizing primary
scores only, p greater than .05).
Qualitative Findings
Thematic analysis of provider interview data revealed four overarching themes or topic
areas, each with corresponding sub-themes. Primary themes included the following: (1) Mental
and Behavioral Health Concerns, (2) Perceptions of Integrated/Collaborative Mental and
Behavioral Health Care; (3) Barriers to Integrated/Collaborative Mental and Behavioral Health
Care; and (4) Facilitators of Integrated/Collaborative Mental and Behavioral Health Care.
Additional information on the coding structure can be found in the Supplemental Materials
document (Supplement H).
Theme 1: Mental and Behavioral Health Concerns
This theme/topic area broadly captures references to aspects of mental and behavioral
health or other psychosocial concerns that arise as part of routine care. Several sub-themes also
were identified: (1) overlap between mental/behavioral health or psychosocial concerns and
physical health concerns, medical complexities, and/or medical treatment, (2) specific diagnoses
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or mental/behavioral health concerns, (3) mental/behavioral health clinicians and specific roles
within the team, (4) other psychosocial concerns impacting medical care or patient functioning,
(5) psychological/mental health referrals, and (6) guidelines or policies around mental and
behavioral health. A brief overview of these themes can be found in Table 3; however, a
description and sample quotes for each sub-theme are also listed below.
Overlap between psychosocial concerns and physical health concerns, medical
complexities, and/or medical treatment. This subtheme often included broad or general
statements by administrators and providers around the frequency that psychosocial concerns
become part of working with children and families faced with medical complexities. Providers
also discussed that psychosocial concerns also are not always related directly to medical
concerns but exacerbate or contribute to the management of chronic illnesses.
Administrator (Team 5): “[We deal with mental/behavioral health concerns on” a
regular basis. Managing the mental state of the patients and the families in the
hospital is always really challenging just because of the nature of the beast…”
Provider (Team 4): “[The psychosocial or mental/behavioral health concerns
experienced by our pediatric population] may or may not actually be related to
what they have going on medically…the treatment is both psychological and
medical and you have to do both…and if you don’t do both parts, they don’t get
better.”
Specific diagnoses or mental/behavioral health concerns. This subtheme referred to
mentions of specific mental/behavioral health diagnoses or concerns commonly comorbid in the
population of the specialty area. Participants shared concerns about anxiety, depression and
suicidal ideation, externalizing behaviors and attention-deficit/hyperactivity disorder, and autism
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and developmental/intellectual disabilities. Providers also often discussed specific groups within
their populations (e.g., teenagers, younger children, greater chronicity, higher disease severity)
that seemed to experience greater psychosocial challenges.
Administrator (Team 5): “[Our patients experience] anxiety, depression, infantilization
[parents infantilizing older children or teenagers]…there’s suicidal ideation…a lot of
fear…there’s so many bad habits [and] bad behavioral responses to things that happen to
kids in the hospital and the things that happen to parents in the hospital...they just result
from all these horrible things that people aren’t coping with or are talking about or aren’t
working through and they come out, unfortunately toward the nurses, in a lot of negative
ways. So that’s desperately why I really, really want more psychologists at our hospital or
a psychologist for my own [team].”
Provider (Team 7): “I’m seeing in the young[er kids and teenagers] a lot of ADHD, a lot
of behavior issues and anger management and temper changes, things like that. And some
depression. In the [young] adults, they are [experiencing] more depression and bipolar
[symptoms]. [We also see] people with delayed development. They have mental [health]
problems that are not really specified but they need the mental health [service] definitely
and behavioral health support.”
Mental/behavioral health providers and specific roles within the team. This
subtheme captured roles or supports provided by mental or behavioral health providers within or
for the medical team. Mental/behavioral providers were regularly described as serving a variety
of roles across teams and specialties. Examples included providing additional referrals and/or
connecting families with helpful resources; providing clinical intervention and/or assessmentbased services; and serving a consultative role to patients, families, and staff. Providers and
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administrators also discussed “gaps” mental/behavioral providers fill and how psychosocial
concerns typically are not adequately addressed without mental/behavioral health supports.
Provider (Team 2): “…When [the mental/behavioral health clinician] would come in the
beginning it was so new and [the families] were kind of like not really sure. But near the
end, they were asking to talk to her. So, it obviously made a huge impact on some
families that we’ve seen. As soon as they would walk in the door, they would ask to talk
to her…and that’s not something that they would come to us about…but they felt
comfortable enough to talk to her…”
Provider (Team 4): “[The mental health provider] is usually asked to help with kids who
are having psychological contributors that are impacting their medical problems or
psychological stuff going on that the team has gotten a sense of and feels like it’s not
being addressed.”
Other psychosocial concerns impacting medical care or patient functioning. This
subtheme referred to mentions of other comorbid psychosocial concerns raised by participants.
These concerns were described by participants as impacting prognosis, treatment effectiveness,
or overall functioning of patients. Some concerns discussed by participants included disease
burnout, treatment engagement, transition of care responsibility from parents/caregivers to youth,
and adherence to treatment recommendations/medical regimens).
Administrator (Team 1): “…sometimes kids get a lot of stress in their lives and don’t get
proper medication…”
Provider (Team 3): “I think it’s about coming up with problem solving and obviously
getting [our] behavioral [health provider] involved with what’s going on with the child,
with the whole problem solving aspect…picky eating is a big thing [for example]. So,
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trying to come up with ways to encourage excitement with trying new things and problem
solving [in that way].”
Psychological/mental health referrals. This subtheme captured references to referrals
for psychological or mental/behavioral healthcare within or outside of the institution. Sample
topics discussed included the process for handling referrals and their follow-up, if any. Many
providers noted that lacking mental/behavioral health support as part of their team created
barriers to follow-up on the referrals provided to patients and families. In these instances,
families often have to navigate the referral process more independently, unless members of the
team are knowledgeable about resources available. Further, providers also discussed limited
resources available in the state of WV and while interested in supporting families and patients,
there is often limited resources available to the family, particularly in more rural parts of the
state.
Administrator (Team 5): “Older kids I refer more because I can find them places.
Younger kids, I can’t find them anywhere to go. And so, it’s not for lack of [trying],
there’s nowhere they can go, so there’s nowhere to send them. So, it’s only by virtue of
what we have that I prefer [to refer] more of the older kids [to mental/behavioral health
services].”
Provider (Team 5): “I’ll give you an example. We had an older teen who was struggling
with school related [mental/behavioral health issues] and so we were able, between the
educator at the hospital and myself, to continue to talk to the family about how things
were going. So just following up when they come in clinic, if they know that there’s been
an issue…to see if it has been resolved or if it’s being resolved or so they need [referrals]
to additional services.”
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Guidelines or policies around mental and behavioral health. This subtheme
emphasized references to any guidelines or policies around mental and behavioral health for the
area of pediatric specialty. In most instances, providers were unaware of any specific guidelines
or policies and rather described individual variation in how or if mental/behavioral concerns
were addressed by providers within the team. For providers aware of them, the guidelines were
often described as either vague or that there are barriers to implementation. Specific barriers
related to implementation of guidelines were included under a separate theme (Barriers to
Integrated/Collaborative Mental and Behavioral Health Care).
Administrator (Team 8): “There’s certainly I would say from a guideline standpoint, to
say official guidelines, the [organization name omitted for confidentiality] actually lays
out some things for disorders that overlap [our area of specialty] and more behavioral
concerns. For instance, diagnoses that are housed under the DSM, so things like
autism…and those kind of things…there are guidelines. Now I will say from that medical
standpoint, they leave the mental health component fairly vague…it’s usually
recommendations, pretty much [the same thing] for everyone all around kind of thing.
Those tend to be pretty vague. From the standpoint of other recommendations, a lot of it
comes [when] there’s been certain research studies and things that have looked to the
value of that. But there’s not anyone in the field who has come out and said, ‘This is the
exact model that this should be provided in.’”
Provider (Team 7): “No [I am not aware of any specific mental/behavioral health
guidelines or policies]…to my knowledge, it’s provider to provider.”
Theme 2: Perceptions of Integrated/Collaborative Mental and Behavioral Health Care
This theme captured references to provider/administrator preferences for

PERCEPTIONS OF INTEGRATED MENTAL HEALTH IN PEDIATRICS

43

integrated/collaborative mental/behavioral health services. These themes included references to
(1) perceived need for increased mental/behavioral health support, and (2) thoughts around
models of integrated/collaborative care and any evidence of services meeting the definition of
coordinated care, co-located care, or integrated care.
Perceived need for increased mental/behavioral health support. Participants
frequently reported interest in integrated/collaborative mental and behavioral health due to the
needs of their patients and families. Providers described mental/behavioral health clinicians as
having a separate skill set in working with these concerns, which is a valuable asset to have as
part of a medical team. Often providers and administrators discussed that they feel the
organization has not placed enough value on mental/behavioral health and that integrating these
services in routine care would be preventative of future, more complex concerns. A few sample
quotes are listed below.
Administrator (Team 9): “I’ll be very honest with you. I think [mental and
behavioral health services is] a deep-seated need [because we, as medical
providers, don’t currently] get them to the help they need…so, if you could get in
with a therapist who is skilled in cognitive-behavioral therapy, they could really
help people.”
Administrator (Team 6): “We [need to] hire a psychologist is what we
learned…the [mental health] grant…was not enough money and it really was not
designed to hire a psychologist…[but] I think what we did was good and
important and demonstrated how valuable [mental and behavioral health support]
was and the need.”
Administrator (Team 1): “I think when [the mental/behavioral health clinician]
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was there…there are some issues that she can bring up and I would grab her, put
her there for an hour…they tell [the provider] about stuff going on at home.
[Because I am a medical provider, patients] just think they have come for
medication and even if [medical providers] asked [about mental/behavioral
concerns], they would tell me something superficial. I think [the
mental/behavioral health clinician will] be better…she has the right tools to get
that information from them.”
Provider (Team 2): “… I guess in terms of child development, different ages tend
to process things differently. That’s not to say that the younger one’s don’t or
wouldn’t benefit from help….just the classic picture I have in my mind of patients
talking with or about mental health issues, or it seems to be the teenagers that tend
to have more of a rough time that have benefited more from interacting with that
[service].”
Provider (Team 6): “Yes, I think that the [mental health] grant we received is
very important. We’re hoping that it gets renewed when it is the time because I
think that with our population growing older than what was expected a few years
ago, [our mental/behavioral health clinician] being able to go in there and talk to
them about what’s going on is really important.”
Thoughts around models of integrated/collaborative care and any evidence of
services meeting the definition of coordinated care, co-located care, or integrated care. This
subtheme highlighted discussion around the specific models of integrated/collaborative care
according to the Standard Framework for Levels of Integrated Healthcare. Providers discussed
their preferences around these models as well articulated understanding and/or or confusion
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around the terminology. They provided specific examples from within their practice and beyond
(e.g., prior work experiences) with these varied models and highlighted general pros and cons of
each approach.
Administrator (Team 6): “Integrated care [is my preference]…I would love to
have a psychologist integrated right in our team. And he’s a person who sees
every single patient in our clinic, maybe not every visit, but gets to know families
and patients and can then figure out or help them…[with] whatever they need. It’s
a reliable, trusted, very qualified person who is not going to change. I mean, I’d
love to hire someone who could integrate and be willing to do that.”
Provider (Team 3): “The integrated care model [is my preference]. I mean I
definitely want to share the same records so I can see notes and refresh on what
was discussed. But I want them actually in the same work room and same visit so
that I can real time have input from their visit [with the patient/family].”
Provider (Team 2): “…With the integrated [model], I just think…that you’re part
of the team where the [coordinated] model it’s more like you have to wait to be
asked….A co-located…that just feels like two separate things sharing the space
and you could bounce ideas off each other or something but not necessarily work
together at the same time.”
Theme 3: Barriers to Integrated/Collaborative Mental and Behavioral Health Care
This theme highlighted perceived barriers to the implementation of
integrated/collaborative mental and behavioral health care at the: (1) organizational level (e.g.,
insurance, healthcare structure, electronic medical records, healthcare growth, staffing, time,
space, resources), (2) provider level (e.g., communication, interest), and (3) patient level (e.g.,
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interest, catchment area, patient population growth, other demographic factors). Sample quotes
are listed below.
Organizational barriers. This subtheme reflected thoughts, actions, behaviors, or
reasons that discouraged or decreased the likelihood of integrated/collaborative care models
being implemented or mental/behavioral health services being increased in their specialty area or
organization more broadly. Several barriers were discussed across the larger organization level
as well as at the level of individual specialties and clinics.
Administrator (Team 8): “I would say [a] number one [priority] is getting to
[patients] sooner rather than later, which has been a huge hurdle since coming
back. I've been back to West Virginia now for about eight years. As you
mentioned nationally, I think services from behavioral health standpoint is subpar
and hasn't been made a priority. I think it really needs to be. I think the sooner we
can intervene and help both patients and families, the better. I think taking a
family-based approach when possible is also a priority because again, pediatrics is
quite different than treating an adult patient. Although sometimes I still think in
an adult medicine, it should be just as supporting as a family-based approach, but
I do think in pediatrics it's a huge priority. I think those are the two main and then
obviously a dramatic offshoot from that is extending (our organization’s and
team’s mental/behavioral health) services.”
Administrator (Team 8): “I wouldn’t want to say integrated care is unfeasible.
When you say significant changes, there would need to be significant changes.
There would need to be space and support. So, I don’t think that’s unfeasible,
maybe unlikely…a harder target.”
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Administrator (Team 5): “So, there’s a process where we’re going to talk about it
in December, from a foundation. To try and drum up more support for
psychological services for my patients and so on…if I had the money, we would
all be following [mental/behavioral health guidelines]. If I had half a million
dollars a year...it’s expensive and I’m hoping that we probably can get the money
together for it. It’s just finding the right person, the right people, and we don’t
have a standalone children’s hospital. I’m hopeful that when we have a children’s
hospital, we’ll be able to recruit the right people for this kind of position. There
will be more people, not [one] person, people.”
Provider (Team 4): “Yeah, I think co-located care is really important as well. I'm
a huge proponent of integrated care, but there are times where co-located makes
the most sense, particularly when we are trying to ease way into changes within
the system and/or when we do need psychological providers to have more time
and space than is appropriate for an integrated care setting…there are times when
[the mental/behavioral health care] transfers over to that co-located model
because yes, the [medical and mental/behavioral health clinicians] share an office,
yes we see the same patients and [the mental/behavioral health clinician] also
needs time to maybe see a patient for therapy at visits where they're not seeing the
[medical provider] and see them for a psychological assessment. So, we're
physically there together, but we're not necessarily working in that team setting all
the time….”
Provider-level barriers. Providers and administrators also discussed barriers at
the individual provider level, including personal barriers around communication and
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interest or comfort with mental/behavioral health topics. For example, providers
discussed difficulties with regularly following-up on referrals provided, making
coordinated care more difficult to navigate effectively and systematically. They also
discussed concerns within the electronic medical record system, including stressors
associated with “breaking the glass” to read mental/behavioral notes for coordination of
care purposes.
Administrator (Team 3): “In terms of other referrals, again, I don’t know how
many people don’t end up going to their referrals and I think that [how we go
about asking for and receiving that] feedback…could be improved. I know that in
terms of some of the concerns that go on [in coordinated care is] I personally
don’t like breaking the glass [to enter a mental/behavioral health note]….and
some of the concerns obviously can’t be out there in the medical chart at large, I
just don’t know how to better coordinate that [so I can receive that information].
Patient population-level barriers. In addition to organizational and providerlevel barriers, several barriers for patients and families were also discussed. These
included topics such as patient disinterest (though this was also noted as rare), the large
catchment area served by the hospital, patient population growth, and other demographic
contributory factors.
Administrator (Team 8): “[Medical providers] all know I think, in our profession,
what [mental/behavioral health support] can be helpful for these patients, but I
just don't have places for them to get it. I think really coming together as a field to
try and advance those services is priority.”
Provider (Team 4): “I think coordinated care is challenging. I think there are a lot
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of challenges with that. First, being that we know that patients do not routinely
follow through with recommendations from their medical providers to go see a
mental health or behavioral health provider. So, if you see a patient, they say they
have depression, you tell them that you need them to go to Chestnut Ridge or
another outpatient mental health facility, there's about a 50% chance that they're
actually going to go and follow up with that. Even though there are very few
barriers, at this point, to calling and trying to get an appointment and most
insurances will cover it, we still know they're not going to follow through with
that.”

Theme 4: Facilitators of Integrated/Collaborative Mental and Behavioral Health Care
This theme highlighted perceived facilitators to the implementation of
integrated/collaborative mental and behavioral health care at the: (1) organizational level (e.g.,
insurance, healthcare structure, electronic medical records, healthcare growth, staffing, time,
space, resources), (2) provider level (e.g., communication, interest), and (3) patient level (e.g.,
interest, catchment area, patient population growth, other demographic factors). Sample quotes
are provided below.
Organizational-level facilitators. Conversely to the previously discussed barriers, this
subtheme reflected thoughts, actions, behaviors, or reasons that encouraged or increased the
likelihood of integrated/collaborative care models being implemented or mental/behavioral
health services being increased in their specialty area or organization more broadly. Facilitators
were discussed in the context of the larger organization level as well as at the level of individual
specialties and clinics.
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Administrator (Team 9): “Well, it's all about money,…having enough…mental
health providers, having enough physical space in the clinic, and finding a way to
get those services reimbursed. Some of that is not sustainable, but….we have
clinic patient rooms, exam rooms, and we have provider workstations. And the
idea would be to have the mental health provider had a workstation in the same
physician work area, broader work area with the rest of the team. And just
available on an ad hoc basis to say, ‘Hey, I just got done with this family. I think
they could really benefit from some time with you.’ And then giving a warm
hand-off.”
Provider-level facilitators. Providers and administrators also discussed facilitators at the
individual provider level, including perceived benefits around communication and interest or
comfort with mental/behavioral health topics. For example, providers discussed desire to learn
more about mental/behavioral health and other psychosocial concerns and how to address them
when presented with concerns in their practice. Providers also discussed benefits of a shared
electronic medical record and increased interaction with the service for coordination of care
purposes.
Provider (Team 4): “But frankly, across clinics, they have been nothing but open
and welcoming [toward mental/behavioral health clinicians] at the [medical]
provider level in terms of making space and making time and recognizing the
value and finding the right patients and all that [need additional mental/behavioral
support].”
Provider (Team 7): “I would love to see a [mental/behavioral health] provider
dedicated to our team…We can discuss the patient and see if there are any things
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that I can improve from the patient point of view, the [medical] issues. And in the
meantime, I can transfer my thinking and my thought about the overall situation
to the [mental/behavioral health] provider and we discuss what would be best for
the patient. But definitely, I [would] encourage her or him, the provider, to see the
patient on his own. To take his time and to assess him as he feels like.”
Patient population-level facilitators. In addition to organizational and provider-level
facilitators, several facilitators for patients and families were also discussed. These included
topics such as patient interest and appreciation of the service, patient population growth or
patient-population-specific characteristics increasing need and desire for the service, integrated
approaches allowing for a one-stop approach to address catchment-area -related barriers, and
other demographic contributory factors.
Administrator (Team 7): “When someone calls me, finally admits it and says I
need help, now obviously I have nothing do with heroin, but when they’re with
us, particularly as [their specialty medical provider] for so long, they think of us
as their primary care doctor. So, I can’t say, ‘Yeah, that’s great you’re admitting
it, go see your pediatrician or your whatever about it’ [because of our
relationship]. Wouldn’t it be nice if I could’ve got [this patient] hooked at least on
the phone with somebody who knew what to do, because I have no idea what to
do with that.”
Provider (Team 3): “I know we get a lot of feedback from parents when we go in
as [title omitted due to confidentiality] and then [the mental/behavioral health
clinician] introduces herself, they're very pleased with having that type of team
approach. And I think it's been very well-received.”
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Integration of Qualitative and Quantitative Findings
In the current study, integration of qualitative and quantitative findings occurred at two
levels: study design and data analysis. Integration at these levels followed a convergent parallel
design utilizing the triangulation method of analysis, as previously detailed in the Methods
section. Outputs from this integrative process are detailed in the mixed method matrix included
in Table 4.
Discussion
The purpose of the current study was to gain breadth and depth of understanding around
perceptions of integrated/collaborative mental and behavioral health care in pediatric
subspecialty medicine. The study is one of the first, to our knowledge, to utilize a mixed method
approach to investigate these perceptions in a systematic, evidence-based manner, and with a
wide range of providers from various specialty areas and levels of training/education. Overall,
the study had three primary aims: (1) identify key themes across semi-structured interviews
around the role and potential feasibility of implementing mental/behavioral health in pediatric
specialty care settings utilizing a qualitative thematic analytic approach; (2) identify current
levels of readiness for change among providers and administrators, variations in readiness to
change factors on the basis of demographic differences, and current levels of
integration/collaboration across medical teams; and (3) utilizing a convergent/parallel mixed
methods design, integrate qualitative and quantitative findings to explore relations between
qualitative themes, current level of integration and individual and structural factors related to
organizational readiness for change.
Thematic Analysis of Semi-Structured Interviews
The first aim of the current study focused on identifying key themes pertinent to the
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implementation of mental/behavioral health supports into pediatric subspecialties. Findings
suggested four overarching themes, each with corresponding sub-themes. Primary themes
included: (1) Mental and Behavioral Health Concerns; (2) Perceptions of
Integrated/Collaborative Mental and Behavioral Health Care; (3) Barriers to
Integrated/Collaborative Mental and Behavioral Health Care; and (4) Facilitators of
Integrated/Collaborative Mental and Behavioral Health Care. Providers often reported strong
desires for mental/behavioral health supports or increased involvement with mental/behavioral
health clinicians in the instance such a clinician was already part of their medical team. Providers
and administrators alike were able to detail benefits of these services from a patient/family level
to provider, team, and larger organizational levels as well. At the same time, facilitators and
barriers to the various care models were also addressed as well as pros and cons of each
approach.
Several studies, including systematic reviews and meta-analyses have explored the
benefits of and barriers and facilitators to implementing mental/behavioral health services into
medical care settings, often with a focus on primary care settings or adult primary and specialty
care (e.g., SAMHSA, 2016; Woltmann et al., 2012). These studies noted that the inclusion of
behavioral health support on medical teams improves patient outcomes as well as cost-efficiency
(e.g., Asarnow et al., 2015; Woltmann et al., 2012). Our participant perceptions highlighted
similar themes found in research suggesting that integrated/collaborative practices increase
access to behavioral healthcare, helps to improve health outcomes and psychosocial functioning
among patients and families, and increases positive health behaviors such as adherence to
treatment recommendations. One major deviation between our provider perceptions and reports
in extant research, however, is that while research has shown how investment in
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mental/behavioral health reduces overall healthcare costs given its preventative effects and
impacts on decreased utilization of medical services following treatment (e.g., Peterson et al.,
2017), providers often focused on finances being one of the key barriers to the implementation
and sustainability of mental/behavioral health integration. Increased awareness of the benefits of
integrated care on a financial level, particularly in rural settings like West Virginia, appears to be
an area of future need. Related concerns reported by participants included thoughts around the
lack of or low reimbursement related to mental/behavioral health visits with patients and
families. However, some specialties developed unique strategies for circumventing this barrier,
including soliciting external grant funding or using trainees from local graduate programs as
mental/behavioral health clinicians. Nevertheless, these approaches have barriers in and of
themselves as well, particularly related to sustainability, as noted in our interview data (e.g., the
change in the level of integration/coordination for Team 6 following the loss of their mental
health grant). As such, it is likely that conversations at the organizational level detailing the
different options and approaches to integrated/collaborative care possible within the institution
are needed to improve equity in access to mental/behavioral across pediatric subspecialty care.
Integration of Qualitative and Quantitative Findings
The second aim of the current study focused on integrating quantitative and qualitative
findings following use of a convergent/parallel mixed methods design. Employing the
triangulation approach to integrate findings, we used quantitative data obtained from surveys to
expand upon and supplement provider perceptions gleaned from semi-structured interviews. On
quantitative surveys, providers and administrators reported relatively high degrees of readiness
for change, especially for Appropriateness, Change Efficacy, and Personally Beneficial domains.
These results suggest providers perceive mental/behavioral health integration/collaboration or
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increased access to these services as worthwhile; appropriate and relevant in the context of
pediatric subspecialty medicine; beneficial to the larger organization, team, personal provider,
and patient/family population; and having a legitimate rationale. Results also suggest overall
higher levels of confidence around the team’s ability to make this change successfully. These
data are consistent with qualitative interview results as demonstrated by the sample quotes
included in Tables 3 and 4. Further, it is also important to note the significant difference between
providers and administrators with regard to the Personally Beneficial subscale of the RCQ. This
is also consistent with qualitative data, as administrators were often emphatic about the need for
mental/behavioral health services, noting advantages of implementation. This result is also
clinically significant in that administrators had overall higher levels of experience, suggesting
that they possibly have had more interactions with patients who could benefit from these types of
supports as part of their medical visit(s).
Beyond results from the two study aims, a third takeaway was participant confusion
around integrated care terminology, specifically with regard to the levels of
integrated/collaborative care (i.e., coordinated, co-located, and integrated care). Upon being
provided a copy of each definition, participants did not show any concerns related to identifying
or detailing key components of integrated care and provided specific examples of these levels of
care in practice. Similarly, no major difficulties were found on the other side of the continuum
with understanding the lowest levels of coordinated care. Providers who perceived their clinic or
specialty area to be integrated in nature also correctly identified their teams as such when
compared to team IPAT scores. Conversely, participants had more difficulty distinguishing
between the higher level of coordinated care and the lower level of co-located care, given shared
emphasis on basic collaboration. As such, it was observed that the Level 3 Co-Located Care
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teams and a few providers on the Level 4 Co-Located Care teams (based on IPAT scores) were
often likely to describe their teams as subscribing to a coordinated care model. Based on further
review of these discrepancies, it is possible that teams who had difficulty distinguishing between
the two operate in a capacity that utilizes both of these models. For example, several teams
described different clinic days or times in which mental/behavioral health clinicians were present
and other times in which they were not. On the days without a mental/behavioral provider, teams
were more likely to refer patients to community services or internally to the Behavioral Medicine
department. In instances without a mental/behavioral health clinician care is more coordinated
due to use of each other as an outside resource with periodic and focused communication, mainly
in written form. Conversely, on days that the provider was physically on site, communication
was more regular and face-to-face, but the provider was viewed in more of a consultative role on
the periphery of the team. Providers often referred to the mental/behavioral health clinician as
someone who is part of the team, but usually included in a referral/consultative manner.
Participants described these mental/behavioral health clinicians as someone helpful in
responding to a team member’s thoughts, ideas, or question, in addition to being someone who
could address mental/behavioral concerns separately while the remainder of the team focused
more on medical needs. As these examples demonstrate, while these providers often initially
identified their teams as having a more coordinated model of integration/collaboration with
mental/behavioral health, they often described all key elements of co-located care, consistent
with their team’s IPAT scores. Further, these findings are consistent with other previous work
which has demonstrated that providers and patients alike are confused by terminology of
integrated care but are clear on the overarching concept and its active components or impacts on
the team as a whole (e.g., O’Donohue et al., 2005; Walker et al., 2013). This is often why formal
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trainings have been developed to teach medical providers, particularly those in primary care,
about integrative mental/behavioral health care (e.g., O’Donohue et al., 2005).
A final important aspect observed in the present study was the lower observed levels of
Management Support as compared to other domains of the RQQ. This finding is especially
noteworthy as administrators were often the most detailed in sharing specific barriers to
implementation of integrated/collaborative care, possibly due to their increased knowledge of the
hospital system and structure. However, it should also be noted that providers often reported
beliefs that their primary manager/administrator was supportive of mental/behavioral health
collaboration and barriers were perceived at higher levels of administration (e.g., more senior
level management). This is consistent with interviews conducted with administrators.
Administrators often expressed great enthusiasm and interest in increasing mental/behavioral
health supports within and outside of their specialty areas, though were readily describe
organizational barriers at higher administrative levels (e.g., structure of WVU Medicine, overall
healthcare structure/payment systems more broadly).
Limitations
The current study is not without its limitations. Firstly, though it involved a relatively
large sample size for qualitative, interview-based research, the study was more limited in the
quantitative analyses that could be run due to this sample size and concerns around being
underpowered. Additionally, the present study was more exploratory in nature, not allowing for
specific hypotheses to be drawn. Further, though all attempts to decrease conflicts of interest
were made, such as by having an independent interviewer complete several interviews in which
there may be conflict with the primary author (e.g., interactions/history outside of the present
study), several specialties included in the study have had direct interactions with the primary
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author or other trainees from the primary author’s training program. While inclusion of other
areas of specialty without this experience was made paramount to negate the influence of these
effects, it is possible that there may have been some influence of social desirability in the present
study. Lastly, the current study also focused on a single healthcare system predominately serving
patients from rural Appalachia. These sociodemographic considerations are important, as they
potentially impact generalizability of findings to other healthcare settings.
Strengths
In light of limitations, there also are several notable strengths that allow this study to
substantially contribute to the literature on integrated mental/behavioral health. First, the study
utilized evidence-based approaches to study design, data collection, and data analysis. Validated
measures were used in the present study to assess the levels of collaboration and integration
across medical subspecialty teams and provider readiness for change. All non-validated tools
(semi-structured interview guide, provider information form) utilized were piloted and
incorporated feedback from individuals with expertise in integrated care and mixed
methodology. Additionally, purposive and theoretical sampling techniques were used to ensure
not only data saturation criteria were met, but also that a wide range of participant specialty areas
and backgrounds were assessed. As data collection was occurring concurrently with data
analysis, this allowed for real-time data to inform sampling decisions. Taken together, these
features are unique in the integrated care literature and a notable strength of the current design.
Most research on integrated care to date has focused exclusively on primary care settings or a
single pediatric subspecialty area, used data from observational methods or survey data alone
versus a mixed-methods approach, used data from smaller sample sizes; or used data derived
from exclusively non-validated tools (e.g., Burkhart, Asogwa, Muzaffar, & Gabriel, 2020;
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Dalberg, McNinch, & Friebert, 2018; Platt et al., 2018).
Additionally, though research has demonstrated approximately 20 individuals are needed
to reach saturation, the present study recruited additional providers to ensure adequate
representation across specialties, provider types, and experience/training levels (e.g., Guest et al.,
2006). A related strength of the current project is the mixed methods research design as a whole,
as this method is extremely useful in collecting rich, comprehensive data and understanding
overlap and contradictions between qualitative and quantitative findings, balancing strengths and
weaknesses of each approach. A mixed method design also ensures that study findings are
grounded in the experiences and voices of participants. Finally, though the focus on a single
healthcare system may initially present as a study limitation, it may also be viewed as a strength
in that the system included in the present study represents a range of mental/behavioral health
integration/collaboration. This is likely unique and beneficial to the present study as other larger
healthcare systems may have less experience with lower (or varied) levels of
integration/collaboration within a system due to more widespread adoption of higher levels of
integration/collaboration.
Future Directions
Future research can build upon the present study by assessing perceptions in other key
stakeholder populations, such as the youth and families receiving care in pediatric specialty
medicine settings. While this study was specific to a local organization, the methods of the
present study could be applied to other institutions with varying levels of administrative support
for mental/behavioral health integration in pediatric specialty medicine. Such work would
significantly contribute to the literature on integrated care, as most findings to date focus
primarily on integrated primary care. While primary care psychology is also important and of
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great value (e.g., McCabe, Leslie, Counts, & Tynan, 2020) specialty medicine is unique given
the characteristics and needs of the patient populations served. Youth with medical complexities
and their families are known to be at increased risk for psychosocial concerns; thus, a lack of
access to mental/behavioral care in these settings leaves a gap in meeting the needs of our
children and families (e.g., Delamater, Guzman, & Aparicio, 2017; Roberts & Steele, 2017). A
lack of these services also places undue burden on medical colleagues to address these needs as
part of their medical practice, despite their training, experience, or comfort level with doing so.
At the organizational level, WVU Medicine is in the process of building a standalone
Children’s Hospital. As such, the setting is likely to experience significant growth in subsequent
years. A future research project could involve a comprehensive needs assessment to determine
and address gaps between current conditions and the desired conditions expressed in the current
project as well as understand from a systemic and logistics perspective the accuracy of perceived
barriers, such as cost, access to resources, time, and space, among others. A cost-benefit analysis
is also critical to demonstrate the feasibility and sustainability of models of
integrated/collaborative care within this setting. The present study was also designed with quality
improvement in mind. As such, results from this study have the potential to have clinical impact
for WVU Medicine Children’s. Notably, de-identified results will be shared with study
participants and administrative leaders in hopes that this information may spur conversation
around mental/behavioral health support within the system/organization and inform recruitment
efforts for additional pediatric and child psychologists (as well as other mental/behavioral health
clinicians) during the growth of WVU Medicine Children’s.
Conclusions
Through integration of quantitative and qualitative data, the current study highlighted
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important perceptions about the role of mental/behavioral health services play in pediatric
specialty medicine as well as potential pros and cons to models of integration/collaboration.
Findings also gauged potential feasibility and acceptability of implementation or increasing
access to mental/behavioral health services in specialty contexts and the extent to which
providers and administrators demonstrate readiness to change around implementing or increasing
access to this care. Further research in this area is needed, both at an institutional level and in the
scientific literature to understand the needs of organizations for mental/behavioral health
integration and facilitators and barriers to integration. The present study also highlighted the high
acceptability of mental/behavioral health among medical providers, who appear to value and
recognize its importance in meeting the needs of pediatric patients and their families.
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Table 1
Sample characteristics
Providers
(Total N = 23)

Administrators
(Total N = 7)

Mean SD

Mean SD

Age

42.5

50.7

9.1

Gender

Female
Male

N
20
1

Percent
87.0%
4.3%

N
4
3

Percent
57.1%
42.9%

Racea

Caucasian/White
Black/African American
Asian/Asian American
Multiracial
Bachelor’s Degree
Master’s Degree
Doctoral Degree

22
0
1
0
6
12
5

95.7%
0.0%
4.3%
0.0%
26.1%
52.2%
21.7%

5
1
0
1
0
0
7

71.4%
14.3%
0.0%
14.3%
0.0%
0.0%
100.0%

Type of degree
(highest)
earned

Medicine
Nursing
Psychology
Social Work
Nutrition/Dietetics
Other

4
12
1
2
1
0

17.4%
52.2%
8.7%
17.4%
4.3%
0.0%

7
0
0
0
0
0

100.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Rolesb

Direct Patient Care
Clinical Teaching
Research
Administrative Assignment
Leadership role
Other

22
15
7
0
3c
2

95.7%
65.2%
17.4%
0.0%
13.0%
8.7%

7
6
6
7
7
7

100.0%
85.7%
85.7%
100.0%
100.0%
100.0%

Years of
Experience in
Specialty Area

< 5 years
5-10 years
10+ years

3
10
10

13.0%
43.5%
43.5%

0
1
6

0.0%
14.3%
85.7%

Highest Level
of Education

9.9

a

Racial/Ethnic categories included: Caucasian/White, Black/African American, Asian/Asian American,
Hawaiian/Pacific Islander, American Indian/Alaskan Native, Hispanic/Latino, Multiracial, and Other. All
not listed were not represented in the current sample.
b

Most participants indicated their positions involved multiple roles (providers: n = 15, 65.2%;
administrators: n = 7, 100%). As such, the total n for roles is greater than the number of participants.
c

Other leadership roles. These roles did not qualify these individuals as administrators for their
specialty area/department/clinic.
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Table 2
Mean and Median Differences for RCQ Scores by Provider Type
RCQ Subscale

Mean Score (SD)*

Median Score (SD)*

Appropriateness
Management Support
Change Efficacy
Personally beneficial

6.31 (0.52)
4.94 (1.14)
6.13 (0.62)
6.47 (0.58)

6.3 (0.52)
4.94 (1.14)
6.00 (0.62)
6.67 (0.58)

Appropriateness
Management Support
Change Efficacy
Personally beneficial

6.21 (0.48)
5.01 (0.93)
6.01 (0.59)
6.35 (0.61)**

6.3 (0.48)
4.83 (0.93)
6.00 (0.59)
6.33 (0.61)**

6.63 (0.55)
4.74 (1.74)
6.52 (0.57)
6.86 (0.26)**

7.00 (0.55)
5.00 (1.74)
6.83 (0.57)
7.00 (0.26)**

Full Sample (n = 30)

Providers (n = 23)

Administrators (n = 7)
Appropriateness
Management Support
Change Efficacy
Personally beneficial
*

Range = 1-7, with higher scores indicated greater readiness for change on a given domain.

**

Significant at the p < .05 level.
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Table 3
Thematic Analysis Results
Theme/Topic Area

Definition

Mental/Behavioral Health Concerns

This theme/topic area broadly captures references to
psychosocial concerns common in the specialty area’s
population, the types of mental/behavioral health
behaviors (clinicians) involved with the clinic, and the
roles/services these providers offer. Any
guidelines/policies around mental/behavioral health
are also included here.

1) Overlap between mental/behavioral or psychosocial concerns
and physical health concerns, medical complexities, and/or
medical treatment
2) Specific diagnoses or mental/behavioral health concerns
3) Mental/behavioral health providers and specific roles within the
team
4) Other psychosocial concerns impacting medical care or patient
functioning
5) Psychological/mental health referrals
6) Guidelines or policies around mental/behavioral health
Perceptions of Integrated/Collaborative Mental and Behavioral
Health Care
1) Perceived need for increased mental/behavioral health services
2) Thoughts around models of integrated/collaborative care and
any evidence of services meeting the definition of coordinated
care, co-located care, or integrated care

This theme/topic area includes discussions around the
need for mental/behavioral health services as well as
beliefs around facets of the integrated/collaborative
care model. The latter includes perceptions around the
current care model for each specialty area, the
ideal/preferred model, which model(s) are viewed as
most feasible, and any discussion around team
dynamics that provide evidence of a particular care
model.
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Barriers to Integrated/Collaborative Mental and Behavioral Health
Care
a) Organizational-level barriers
b) Provider-level barriers

This theme/topic area includes perceived barriers to
implementation of (or increases in) mental/behavioral
health services in the provider’s specialty area. This
includes barriers across all levels ranging from the
organization (WVU Medicine) and healthcare system
to the provider and patient/family levels.

c) Patient population-level barriers

Facilitators of Integrated/Collaborative Mental and Behavioral
Health Care
a) Organizational facilitators
b) Provider-level facilitators
c) Patient population-level facilitators

This theme/topic area includes perceived facilitators to
implementation of (or increases in) mental/behavioral
health services in the provider’s specialty area. This
includes facilitators across all levels from the
organization (WVU Medicine) and healthcare system
to the provider and patient/family levels.
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Table 4
Mixed-Methods Matrix
Mean (SD)
RCQ Scoresa

Appropriateness:
6.20 (0.85)

1b

TEAM
(n = 3)

Management
Support:
5.06 (1.69)
Change Efficacy:
6.28 (0.63)
Personally Beneficial:
6.65 (0.51)

Representative Quote(s)
“I think when [the mental/behavioral health clinician] was there…there are
some issues that she can bring up and I would grab her, put her there for an
hour…they tell [the provider] about stuff going on at home. [Because I am a
medical provider, patients] just think they have come for medication and
even if [medical providers] asked [about mental/behavioral concerns], they
would tell me something superficial. I think [the mental/behavioral health
clinician will] be better…she has the right tools to get that information from
them.” – Administrator

IPAT Score(s)

Level 4
Co-Located
(a particular clinic
within Team 1)

“…I mean this is ideal, not realistic…us[ing] a screening tool for our
patients [may be helpful to] find out…what's bothering them…do the
depression screening and all that stuff, and then [provide] referrals for help.”
– Provider
“I think [more mental/behavioral health support] would be tremendously
helpful… I think if we had somebody where we could just pick up the phone
and say, "Hey, are you busy? Could you come over and see this patient?" I
think that would be ideal. Even if they're not physically in clinic at the time,
if we just were able to call, like we can call social worker and say, this
patient didn't have no insurance did he have any resources, if we could do
something like that with the psychology [service].” – Provider

Level 3c
Co-Located
(all other clinics
within Team 1)
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Appropriateness:
6.37 (0.55)

TEAM 2d
(n = 3)

Management
Support:
4.72 (0.48)
Change Efficacy:
6.22 (0.69)
Personally Beneficial:
6.33(0.58)

Appropriateness:
6.48 (0.56)

TEAM 3b
(n = 4)

Management
Support:
5.21 (1.26)
Change Efficacy:
6.25 (0.96)
Personally Beneficial:
6.58 (0.50):
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“…. Sometimes [I] don't necessarily think it should be a question of do you
want [to talk to a mental/behavioral health clinician and instead it should]
just be like…part of [the process] to talk about [those concerns]….it should
be…part of their initial diagnosis [visit].” –Provider
[When it comes to mental/behavioral health concerns] I call the doctor, or [a
mental/behavioral health clinician to] talk to them or sometimes the parents
will ask to speak to somebody. That's not really our thing [as medical
providers]. We can kind of notice that there's an issue and we address it with
somebody else, but that's not something that we typically sit down and
discuss with them.” – Provider

N/A

…[the mental/behavioral health clinicians we have experience with] have
pretty much stuck with the [specific population omitted for confidentiality
purposes] population…but there’s a lot of kids that aren’t in the [specific
population omitted for confidentiality purposes] population that come here
just as much or more…that could benefit from it.” –Provider
“The integrated care model [is my preference]. I mean I definitely want to
share the same records so I can see notes and refresh on what was discussed.
But I want them actually in the same work room and same visit so that I can
real time have input from their visit [with the patient/family].” –
Administrator
“I know we get a lot of feedback from parents when we go in as [provider
title omitted for confidentiality] and then [the mental/behavioral health
clinician] introduces herself, they’re very pleased with having that type of
team approach. And I think it’s been very well-received.” – Provider
“…Before there was a [mental/behavioral health clinician], we dealt with
these things the best that we could. And of course we'd refer to outside
agencies, but I don't think that the focus was as keen or the awareness was
as acute without them and it's shown a light. Definitely.” –Provider

Level 5 Integrated
(a particular clinic
within Team 3)

Level 3c
Co-Located
(all other clinics
within Team 3)
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Appropriateness:
6.75 (0.07)

TEAM 4d
(n = 2)

Management
Support:
5.42 (1.06)
Change Efficacy:
6.50 (0.71)
Personally Beneficial:
7.00 (0.00)

Appropriateness:
6.38 (0.68)

TEAM 5
(n = 4)

Management
Support:
5.63 (1.01)
Change Efficacy:
6.38 (0.64)
Personally Beneficial:
6.67 (0.47)
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“[The mental health provider] is usually asked to help with kids who are
having psychological contributors that are impacting their medical problems
or psychological stuff going on that the team has gotten a sense of and feels
like it’s not being addressed. That may or may not actually be related to
what they have going on medically…the treatment is both psychological and
medical and you have to do both…and if you don’t do both parts, they don’t
get better.” – Provider
“Yeah, I think co-located care is really important as well. I'm a huge
proponent of integrated care, but there are times where co-located makes the
most sense, particularly when we are trying to ease into changes within the
system and/or when we do need psychological providers to have more time
and space than is appropriate for an integrated care setting…there are times
when [the mental/behavioral health care] transfers over to that co-located
model because yes, the [medical and mental/behavioral health clinician]
share an office, yes we see the same patients and [the mental/behavioral
health clinician] also needs time to maybe see a patient for therapy at visits
where they're not seeing the [medical provider] and see them for a
psychological assessment. So, we're physically there together, but we're not
necessarily working in that team setting all the time….” – Provider
“[We deal with mental/behavioral health concerns on” a regular basis. Managing
the mental state of the patients and the families in the hospital is always really
challenging just because of the nature of the beast…anxiety, depression,
infantilization [of older children/teenagers]…there’s suicidal ideation…a lot of
fear…there’s so many bad habits [and] bad behavioral responses to things that
happen to kids in the hospital and the things that happen to parents in the
hospital...they just result from all these horrible things that people aren’t coping
with or are talking about or aren’t working through and they come out,
unfortunately toward the nurses, in a lot of negative ways. So that’s desperately
why I really, really want more psychologists at our hospital or a psychologist for
my own [team].” – Administrator

N/A

Level 4
Co-Located

PERCEPTIONS OF INTEGRATED MENTAL HEALTH IN PEDIATRICS
“We have interns coming in from…behavioral health…and that sits down
with [the patients and families], which is great. It's a great outlet for them.
But I feel like it helps us be closer with our patients by doing it ourselves
also, because then they feel like they're being heard and understood by all
members of the team. I feel like it makes us a more close-knit team by
[being] able to address these issues. But the interns that are coming in are
definitely awesome, and we reach out to them when, it isn't necessarily
something I can't handle, not always, but if they have concerns and I sat
down and talk to them, I still send them in, because I'm like "Well, this is
what her specialty is." Talking to two people, they may get more than one
point of view on it, and I think the more the better. The more point of views
of help you understand what's going on, is a positive thing…I really prefer
what we do now. Like I said, I feel like it just makes our patients feel
more…they trust us more. That bond is stronger. I feel like they feel more at
ease talking to us about things because they’re comfortable with us.” –
Provider

TEAM 5
Continued
(n = 4)

Appropriateness:
6.47 (0.21)

TEAM 6b
(n = 3)

Management
Support:
4.67 (2.60)
Change Efficacy:
6.22 (0.25)
Personally Beneficial:
6.78 (0.38)

“Integrated care [is my preference]…I would love to have a psychologist
integrated right in our team. And he’s a person who sees every single patient in
our clinic, maybe not every visit, but gets to know families and patients and can
then figure out or help them [with]…whatever they need. It’s a reliable, trusted,
very qualified person who is not going to change. I mean, I’d love to hire
someone who could integrate and be willing to do that.”- Administrator
“I don't think anything [with our integrated approach] needs to change. I
think that it's something that we're finally feeling like it's starting to make a
difference just because when [the mental/behavioral health clinician] first
started, she had to work. There wasn't a template that she worked from. I
think her being involved with outside resources and also with the schools is
something that's really positive. I would like just to see it continue to
strengthen our relationships with the schools and the different mental health
agencies as well.” – Provider
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Level 4
Co-Located

Level 4c
Co-Located
(Current)

Level 5 Integrated
(Previous)
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Appropriateness:
5.78 (0.54)

TEAM 7
(n = 4)

Management
Support:
4.33 (0.33)
Change Efficacy:
5.54 (0.57)
Personally Beneficial:
6.58 (0.42)

Appropriateness:
6.48 (0.38)

TEAM 8b
(n = 4)

Management
Support:
4.92 (0.75)
Change Efficacy:
6.29 (0.50)
Personally Beneficial:
6.00 (0.98)

“Ideally, see that's a hard question because what I'll say is inpatient
integrated care if you're inpatient. For outpatient, you can actually have the
coordinated care, which is with those caveats and what I just spoke of more,
not just putting an order in and wondering what happens. So, for my ideal
outpatient setting, I would say something like even co-located care. I guess
if you're talking ideals, it should be integrated care as well in the outpatient
center, but co-located care is good too.” -Administrator
“I would like to have someone here and there and... Because most of our
patients…have high risk or difficult issues [medically, developmentally, and
psychosocially]. So, even if they don't show things, I would like to have
some kind of assessment…and psychological support that is there for the
kid and his family. So, I would love to have somebody dedicated for the
[specialty name] clinic.” -Provider
“I think one [benefit of the integrated care approach] is it instills confidence
because unfortunately a lot of these families sometimes have heard a lot of
different things from providers…I think so having that sense of a
comprehensive evaluation that we're looking at this from multiple different
angles. Being able to explain to the family those things that we're looking at
really helps buy-in because I think your first part with families is a buy-in to
what you think is going on with child before you can take that second step
of what to do about it.” – Administrator
I think it would provide a more supportive and comprehensive care. I think
it would help them trust what we're doing a little more in that they could see
that we really do care about them entirely, not just about one section of their
[body]. So, I really do think it would benefit the families tremendously ... I
will tell you there are probably going to be patients on the other side though
that are so against counseling that they would find this as a reason to not
want to seek our care. But if that's the case, they can find a provider or talk
to somebody about not receiving that part of care.” -Provider
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Level 4
Co-Located

Level 6
Integrated
(a particular clinic
within Team 8)

Level 4c
Co-Located
(all other clinics
within Team 8)
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Appropriateness:
6.10 (0.17)

TEAM 9
(n = 3)

Management
Support:
4.61 (1.08)
Change Efficacy:
5.61 (0.19)
Personally Beneficial:
5.89 (0.51)

a
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“Space, money, all those reasons. Yeah, those are the biggest barriers right
now…. A big part of what's going to drive all of this is probably going... The
future of how we do healthcare in this country is really on the same path which
leads to become more feasible over time, I think… As long as we're in the
sickness care model, where it's fee for service, when you have symptom X then
you seek service Y, that's always going to be a little bit more efficient than if you
have a wellness model where the goal is to provide whatever care from whatever
source will keep the patient in the healthiest state.” – Administrator
“I think it would be great to have somebody there all the time. Even if it was
somebody that's shared amongst a couple of specialties or something. Because
it's not every single clinic that you're going to need somebody every single visit,
but a couple patients probably every clinic that could definitely benefit. And
other days more. So, I think it would be nice. The ideal world would be to have
at least a counselor or someone that's trained in helping identify some of those
red flags and someone that can sit down and spend a little more time with them.
And then can get them to the appropriate place. Because I feel like that's where
we would lose momentum. You've got somebody in front of you right now for
this 20 to 30 minutes, maybe an hour, but then you move onto the next person
and if you can't get somebody an appointment right away or know the right
person to contact, it just falls through the cracks.” -Provider

Level 4
Co-Located

Range: 1-7, with higher scores indicated greater readiness

b

When a team was assigned a second IPAT score this was due to a specialty area having one clinic with a higher level of
integration/collaboration or that the specialty area had a recent change in their services, resulting in a pre- and post-change IPAT scores.
Despite the author’s ability to calculate multiple IPAT scores based on within-specialty variation in services, when considering the overall
area of medical specialty, the lower level of integration (or current level in the case of Team 6) was used.
c

d

Due to the nature of this team, an administrator was not required to participate. In the case of a team with no administrator, required number
of participants for this team was two instead of three and the IPAT was not administered.
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Figure 1
Convergent Parallel Mixed-Methods Design Utilizing Triangulation Method of Interpretation
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